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" RUN DATE: 01/04/99 PAGE 1
RUN TIME: 0604

paTIENT ACCT.# PHYSICIAN_ Loc
UNIT.# REG:12/29 - ROOMj
oo /Ace /SEX [NEG0N 25/ STATUS: DIS:12/30/98 . BED
HEMATOLOGY (COMPLETE BLOOD COUNTS)
Date DEC/29/98
Time 1515 Reference Units
*WHITE BLOOD COUNT 4.7 L ' [5.0-10.0] K/uL
*RED BLOOD COUNT 5.21 [4.0-5.4] M/uL
*HEMOGLOBIN 15.2 - [13.0-16.0] gm/L
*HEMATOCRIT 45.8 [39-48] 4
*MCV 88 (80-96] L
*MCH 29.2 [26-32] pg
*MCHC 33.2 [32-36] g/d1
*PLATELET COUNT 210 [150-450] K/ul
*RBC MCORPHOLOGY NORMAL
*NEUT 58 [50-703 b
* YMPH 31 [15-40] b
*MONO 8 [0-101 2
*E0S 2 [0-8] b
*BASO 2 H [0-11] 1
HEMATOLOGY (COAGULATION)
Date 0EC/29/98
Time 1515 Reference  Units
*PROTHROMBIN TIME 11.2 [9.0-12.01 SECONDS
*INR 1.07(A)
(A) Therapeutic Rarge for oral anticoagulant therapy:
INN 2.0 - 3.0 = Protime 22.0 - 33.0 seconds
Therapeutic Range for mechanical prosthetic valves:
INN 2.5 - 3.5 = Protime 28.0 - 39.0 seconds
*APTT 28.1(B) [24.1-39.0] SECONDS
(B) Therapeutic Range: APTT = 57 - 95 seconds
(corresponds o 0.3 - 0.7 u/ml porcine heparin,
~ using chromogenic Heparin factor Xa assay)
HEMATOLOGY (MISCELLANEQUS)
Date DEC/30/98
Time 0640 Reference Units
*SED RATE 0 [0-15] mm/hr
Legend: L=Low H=tigh P=Critical JJJJjjj @Reference tab S S
PATIENT A r , acct.
DISCHARGE SUMMARY REPORT




RUN DATE: 01/04/99

P

. s PAGE 2
RUN TIME: 0604
patient | N I (Continued)
URINALYSIS
Date DEC/30/98
Time 0845 Reference Units
*URINE COLOR YELLOW
*URINE APPEARANCE HAZY ; ]
*URINE SPECIFIC GRAVITY >=1.030 [1.001-1.034
“URINE PH 5.0 [5-8)
“URINE PROTEIN - DIPSTICK  NEGATIVE [NEGATIVE] mg/dL
*URINE GLUCOSE - DIPSTICK  NEGATIVE - [NEGATIVE]  mg/dL
*URINE KETONE 15 mg/dl [NEGATIVE]  mg/dL
*URINE BILIRUBIN - DIPSTICK NEGATIVE [NEGATIVE]
*URINE BLOOD NEGATIVE [NEGATIVE]
*URINE UROBILINOGEN - DIPSTI 0.2 [0.2-1.0]  E.U./dL
«URINE NITRITE - DIPSTICK  NEGATIVE [NEGATIVE]
*URINE LEUK ESTERASE NEGATIVE [NEGATIVE]
*URINE GLUCOSE CLINITEST  NEGATIVE [NEGATIVE]  mg/dL
*URINE MUCUS THREADS (©) Npf
(C) MOD MUCUS T-READS
*URINE EPITHELIAL CELLS D) (FEW SQUAM] /hpf
(D) RARE SQUAMCLS
*URINE RBC RARE [0-5/hpf]
“URINE WBC 5-8 [0-5/hpf]
*RINE BACTERIA NCNE SEEN /hof
BODY FLUIDS
Date  emeemee- DEC/29/98--------
Time 1435 1435 Reference Units
*CSF TUBE # (E)
(E) CSF TUBE #3
*CSF COLOR - COLORLESS
*CSF CHARACTERISTIC CLEAR
*CSF WBC 1 [0-7] /mm3
*CSF RBC 5 /mm3
*CSF LYMPH 100 2
*CSF GLUCOSE 53 [40-701 mg/dL
*CSF TOTAL PROTEIN 69 H [12-60] ma/dL
Legend: L=Low H=High P=Critical @=Reference Lab L
i I e pcct.
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RUN DATE: 01/04/99 , PAGE 3
RUN TIME: 0604

patient : [ R : [ [ "~ (Continued)
CHEMISTRY (ELECTROLYTES)
Date DEC/29/98
Time 1515 Reference Units
*SODIUM 141 - - ) ) [137-145] meEq/L
*POTASSIUM 3.3 L [3.6-5.0] mEq/L
*CHLORIDE 104 [98-107] mEq/L
CHEMISTRY (ROUTINE)
Date DEC/30/98 DEC/29/98
Time 0640 1515 Reference Units
*GLUCOSE 101 [65-110] mg/dL
*BUN 15 [9-21] mg/dL
*CREATININE 1.2 [0.7-1.5] mg/dl
*BUN/CREATININE RATIO 12.7
*CALCIUM 9.4 [8.4-10.2] mg/dL
*TOTAL PROTEIN 7.2 [6.3-8.2] gm/dL
*ALBUMIN 4.4 [3.9-5.0] gm/dL
*GLCBULIN 2.8 [1.3-3.2] gm/dL
*ALB/GLOB RATIOQ 1.5
*ALKALINE PHOSPHATASE 64 [38-126] u/L
*AST 48 H {5-40] u/L
*BILIRUBIN, TOTAL 2.4 H {0.6-1.4] mg/dL
*CHOLESTEROL 158 . [<200] mg/dL
*HDL CHOLESTEROL 62 [>35] mg/dL
*TRIGLYCERIDE 38 [35-251] mg/dL
*LOL CHOLESTEROL 89 [<130] mg/dL
*CHYLOMICRONS ABSENT [ABSENT]
CHEMISTRY (THERAPEUTIC DRUGS/DRUG SCREENS)
Date ===eese- DEC/30/98-------- ,
Time B 0845 0640 Reference  Units
*AMPHETAMINE NEGATIVE
*BARBITURATE NEGATIVE
*BENZODIAZEPINE NEGATIVE
*CANNABINOIDS NEGATIVE
*COCAINE METABOLITE NEGATIVE
*OPIATES NEGATIVE .
*PCP NEGATIVE
*TRICYCLIC ANTIDEPRESSANTS NEGATIVE
*ACETAMINOPHEN <10.0 L [10-30] ug/mi
*SALICYLATE <1.0 L [2.0-20] mg/dl
Legend: L=Low H=High P=Critical @=Reference Lab e L
DISCHARGE SUMMARY REPORT
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RUN DATE: 01/04/99

™

. PAGE 4
RUN TIME: 0604 -
patient: | —. I (Cont.inued)

REFERRAL TESTS

Date seeess-- DEC/30/98--------
Time 0640 0640 Reference Units
*ANTITHROMBIN III, ANTIGENIC 24(F) - - [19-30] mg/dL

(F) SAMPLE SLIGHTLY ICTERIC.
See also (@a) -

*PROTEIN C (ANTIGENIC) 54(G)

(G) Reference Range: 70 OR GREATER
Abnormal Flag: L
Units: %
Decreased levels of Protein C antigen may be found in
congenital deficiency. treatment with oral anticoagulants,
liver disease., D.I.C. and post surgery.
See also (@)

*RHEUMATOID FACTOR <11(@a)
*ANTICARDIOLIPIN IgG AB (H)

(H) NEGATIVE
Reference Range:
NEGATIVE
14-19 LOW POSITIVE
20-80 MEDIUM PQSITIVE
>80 HIGH POSITIVE
See also (@a)

*ANTICARDIOLIPIN IgM AB (D

(1) NEGATIVE
Reference Range:
NEGATIVE
10-19 LOW POSITIVE
20-80 MEDIUM POSITIVE
>80 HIGH POSITIVE
See also (@)

{See Comment %

[LESS THAN 1 TU/mL

Test Date Time Result Reference Units

*PROTEIN S 12/30/98 0640 107(J) [See Comments] %

(J) Reference Range: 70 OR GREATER
Abnormal Flag:
Units: %
See also (@a)

000006

Legend: L=Low H-High P=Critical @=Reference Lab
Legend: itical e

DISCHARGE SUMMARY REPORT




RUN DATE: 01/04/99
“RUN TIME: 0604

PAGE 5

(Continued)

Legend: L=Low ~ H=fligh’
PATIENT

P=Cr1' ti

cal [ cReterence Lab
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RUN DATE: 01/04/99

Microbiology Specimen Summary

Col Date Time Specimen # Source Sp Desc_ P/F Qrganisms ...
> 12/30/98 0640 SERUM F <none>
> 12/29/98 1435 CSF F <none>

MICROBIOLOGY (ROUTINE CULTURES/SMEARS)

specimen: NN Collected: 12/29/98-1435  Received:  12/29/98-1653

Source: CSF Sp Descrip:
> GRAM STAIN Final 12/29/98
WHITE BLOOD CELLS FEW Neut/100x field
ORGANISMS SEEN NONE

> CSF CULTURE Final 01/01/99
NO GROWTH AFTER 3 DAYS

> CSF CULTURE Preliminary -prev reported
NO GROWTH AFTER 2 DAYS

> CSF CULTURE Preliminary -prev reported
NO GROWTH AFTER 1 DAY

MICROBIOLOGY (IMMUNOLOGY/OTHER)

Specimen:_ Collected: 12/29/98-1435  Received: 12/29/98-1653
Source: CSF Sp Descrip:

> BACTERIAL AG PANEL-HAEM.INFLUE Final 12/29/98
HAEMOPHILUS INFLUENZAE B:  NEGATIVE

> BACTERIAL AG PANEL- STR PNEUMO Final 12/29/98
STREPTOCOCCUS PNEUMONIAE:  NEGATIVE

> BACTERIAL AG PANEL-NEIS.MEN A Final 12/29/98
NEIS.MENIGITIDIS ACYW135:  NEGATIVE

> BACTERIAL AG PANEL-N MEN B/EC Final 12/29/98
NEIS MENIGIT.B/E.COLI K-1  NEGATIVE

Specimen: Collected: 12/30/98-0640  Received: 12/30/98-0648
Source: SERUM Sp Descrip:

> ANTI-NUCLEAR ANTIBODY (ANA) Final 12/31/98
ANTI-NUCLEAR ANTIBODY: NEGATIVE

000008

Legend: L=Low H=High P=Critical *<JJJ Il e-Reference Lab
PATIENT I - o

e [
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EXAMS: HEAD W/O CONT,
HEAD OR NECK ANGIOGRAPHY -

MR ANGIOGRAPHY OF THE CIRCLE OF WILLIS VESSELS:
CLINICAL HISTORY: Severe headache, left sided weakness.

3-D time-of-flight MR angiography of the circle of Willis vessels was
performed, resulting in 124 images.

Examination is slightly limited due to suboptimal positioning and
patient motion artifacts. Apparently the patient could not fully
cooperate.

Severe irregular stenosis of the supraclinoid right carotid siphon
with occlusion of the right middle cerebral artery at its origin.
There is moderately severe stenosis at the origin of the right Al
segment. The cavernous segment of the right internal carotid artery
is widely patent. The left carotid siphon, left Al and M1 segments
are widely patent.

Basilar artery, posterior cerebral arteries and the superior
cerebellar arteries are patent. The posterior communicating arteries
are not seen and are probably hypoplastic. No definite intracranial
aneurysm in the visualized vasculature.

The left anterior cerebral artery is larger than the right. It is not
clear if this is due to poor perfusion versus mild congenital
hypoplasia. '

IMPRESSION:

LIMITED STUDY AS DISCUSSED. SEVERE STENOSIS OF THE SUPRACLINOID RIGHT
INTERNAL CAROTID ARTERY SIPHON WITH OCCLUSION OF THE RIGHT MIDDLE
CEREBRAL ARTERY AT ITS ORIGIN. MODERATELY SEVERE STENOSIS OF THE
RIGHT Al SEGMENT.

THE CAVERNOUS PORTION OF THE RIGHT CAROTID SIPHON, THE LEFT CAROTID
SIPHON, LEFT Al AND M1l SEGMENTS, BASILAR ARTERY AND THE POSTERIOR
CEREBRAL ARTERIES ARE WIDELY PATENT.

PAGE 1 CHART COPY (CONTINUED)
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EXAMS HEAD W/O CONT,
HEAD OR NECK ANGIOGRAPHY -
<Continueds>

ETIOLOGY FOR THIS STENOSIS AND OCCLUSION ON THE RIGHT SIDE IS NOT
CLEAR. FINDINGS MAY BE DUE TO DISSECTION, EMBOLUS, OR POSSIBLE
VASCULITIS.

MRI OF THE BRAIN, EXTENDED STUDY:

Axial, sagittal and coronal images of the brain were obtained,
resulting in 98 images.

CLINICAL HISTORY: As above.

This is a markedly limited study due to suboptimal positioning and
patient motion artifacts. The patient could not fully cooperate.

Increased signal in the head of the caudate nucleus on the right, with
contiguous extension into the anterior limb of the internal capsule on
the right and the anterior right putamen. These findings are best
seen on the T2 weighted images and are consistent with recent ischemic
change. There is no definite gross infarction of the right middle
cerebral artery distribution on this set of limited views. No
evidence of herniation. Ventricles are normal in size and
configuration. Brain stem and cerebellum appear grossly normal.

IMPRESSION:

MARKEDLY LIMITED STUDY DUE TO PATIENT MOTION AND SUBOPTIMAL
POSITIONING.

PROBABLE ACUTE INFARCTION INVOLVING THE HEAD OF THE CAUDATE NUCLEUS ON

THE RIGHT, WITH EXTENSION ACROSS THE ANTERIOR LIMB OF THE INTERNAL
CAPSULE AND ANTERIOR RIGHT PUTAMEN.

PAGE 2 CHART COPY (CONTINUED)
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EXAMS: HEAD W/O CONT,
HEAD OR NECK ANGIOGRAPHY

<Continueds>

** REPORT SIGNATURE ON FILE 12/31/1998 *x*

REPORTED AND SIGNED BY: _

cc: I
TECHNOLOGIST:

_TRANSCRIBED DATE/TIME: 12/30’1998 (1611)
TRANSCRIPTIONIST: w
PRINTED DATE/TIME: 12/31/1998 (1431) BATCH NO: -

PAGE 3 CHART COPY
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ADULT ECHOCARDIOGRAPHIC REPORT

<

| DATE: 12/30/98

AGE: 29 s M HEIGHT: 5 IN: 10 WEIGHT: 215 OZ:
~ ORDERING DR.

TYPE OF STUDY: COMBINED/DOPPLER
TECHNICAN: MACHINE: SONO I -
CLINICAL DIAGNOSIS: TIA, SEVERE HEADACHES

REASON FOR STUDY:

TECHNICAL COMMENT :
INTERPRETATING DR:

DESCRIPTION: (Normal ranges for adults in parentheses) (Measurements taken from M-Mode
tracing) )

o

Mitral Valve E-F slope: >100 mm/sec (greater than 35)

Mitral valve amplitude (D-E): 30 mm (20-35)

Posterior mitral valve leaflet movement:

Other mitral abnormalities:

Tricuspid Valve: VISUALIZED

Pulmonic Valve: VISUALIZED

Aortic Valve Opening: 2.8 cm (1.6-2.6)

Aortic Root Diameter: 3.3 cm (2.0-3.7)

Left Atrial Dimension: 3.9 cm (1.8-4.0)

Right Ventricular Dimension: 2.0 (0.5-2.1)

Left Ventricular Systolic Internal Dimension: 3.8 cm

Left Ventricular Diastolic Internal Dimension: 5.5 cm (3.5-5.6)
Left ventricular Ejection Fraction: 68 %

LV Shortening Fraction: 32 %

Interventricular Septal Thickness: 1.3 cm (0.7-1.2)
Posterior Left Ventricular Wall Thickness: 1.0 cm (0.7-1.2
Pericardial Effusion:

Pleural Effusion:

IMPRESSION: :

1) NORMAL LEFT VENTRICULAR SYSTOLIC FUNCTION WITH AN EJECTION FRACTION OF 75%.

2) PROBABLY BICUSPID AORTIC VALVE WITH A MILD TO MODERATE DEGREE OF AORTIC INSUFFICIENCY.
3) NO THROMBUS, VEGETATION OR EFFUS

CHART COPY
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Rat
PR

¢

QRSD
QT
QTc

--AXI

QRS

12/29/1998 15:27:46
29 years Malec

NAME :
AGE:
UNIT #:

ORDERING DR:
ACCOUNT #:

DATE OF EKG: 12/29/98 TIME OF EKG: 15:27 DICTATING DR:
RATE: 62 PR: .19 QRS: .11 QT: .47 AXIS: .

IMPRESSION: NO PREVIOUS EKG AVAILABLE. P-QRS-ST-T-NORMAL. INTERPRETATION: TRACING IS
WITHIN NORMAL LIMITS.
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3() Department of Anesthesiology ;
—~VeR ] PRE & POST ANESTHESIA SUMMARY e
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Date:
ID Band On: @4 Pulses:

Pre-op Teaching: 4 pP-R_YL 1¥2 | .

Permit Signed: ON pr-rRIL. L XT _ " _ '

o R IR
Creat - O 'S Special Conditions -
prer-122/47.2  _(BMCacectu. pon (RED
Gu - 8 S Chart and History Reviewed}x
Other -

. IV Access - Type: pz__‘).")/ Site: .@M Allergies: M) m&
béeapmcﬂu [ \\%U.i“ / Preg Status: f\(ﬁ\
Invasive Lines - Y /€D \ Type: NPOG /N

. Hemodynamic Drips - Y /J&2

Pmcedumzim_fs_ﬁmm&——— Approach: @ (‘)@N’Y\OA&

Pre-op Dx: S«Q kQ
Post-op Dx: —___ o (R ANNS

angotn: _ OADD _ start (@A ANS Cath/Sheath Out. __—43 2= CAA
Out: iC\K§ End: ‘Oag

Ane§trggsi9bgist:
Resident:
A e 5 - A RS S S e

RN.:

Tech: .
~ ~

Skin Prep: S‘\l\ A

Contrast: O VY\N\M‘P c qu'Q

. Implant tems Manufacturer Lot No. Serial No.

Tech:

Anesthetic: 01 Gen JGLoc [ None KWV Sedation

White - Medica: Sacorde ™ Yellow - O R Conv  Pink - Anaioaranhy
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OPERATIVE REPORT

DATE OF OPERATION: 01/04/99
SURGEON: I
. ASSISTANT: I M .D.
ANESTHESIA: General endotracheal.
. ANESTHESIOLOGIST: _M.D.
PREOPERATIVE DIAGNOSIS: Right frontotemporal swelling secondary to right and anterior
a cerebral embolic infarct.
POSTOPERATIVE DIAGNOSIS: Right frontotemporal swelling secondary to right and anterior
cerebral embolic infarct.
PROCEDURE: Right frontotemporal craniotomy and partial frontal and temporal
. lobectomy.
ESTIMATED BLOOD LOSS: 600 cc.
FLUIDS: 250 _cc,,.:,albumin, 3100 cc. crystalloid.
URINE OUTPUT:___ o5 s ~' TR LS S S 10000‘.0 FORPRIE RS S SCHEC S ¥ SR RO S S
. SPECIMEN: . Anterior 5 centimeters right temporal lobe, middle and inferior
gyri and anterior 5 centimeters right frontal lobe.
COMPLICATIONS: None.
. STATEMENT OF MEDICAL NECESSITY: The patient is a 29-year-old man who suffered a right anterior middle

cerebral distribution embolic stroke approximately five days ago. The patient was left with a left monoplegia of his upper
extremity and a left hemiparesis of his lower extremity. The patient was doing well until approximately 1:00 AM on the day
of surgery when his mental status declined. A repeat CT scan was performed which showed only the patient’s infarct with no
hematoma. Decision was made to perform a frontal temporal lobectomy and to provide for decompression. The patient’s pupil
was slightly dilated prior to surgery. Risks and benefits of the procedure were discussed with the patient’s wife. The natural

history of the disease process was also discussed. Consent was signed.

DESCRIPTION OF OPERATION: The patient was identified, brought to the operating room and placed
on the operating table in a supine position where a member of the anesthesia department administered general endotracheal
anesthesia to an already indwelling endotracheal tube. All appropriate monitoring lines were placed. The patient’s head was
. shaved. He was placed in the Mayfield-Kees head holder with the head rotated approximately 45 degrees to the left, the right
malar eminence at the highest point of the operative field, and the left ear flexed towards the left shoulder. The right

Page 1 of 3
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frontotemporal region was prepped and draped in the usual sterile fashion. A cutaneous flap in reverse question mark
was reflected anteriorly. Interfascial dissection was carried out to preserve the frontalis branch of the facial nerv
temporalis muscle was then reflected inferiorly as a separate flap. We made a cuff on the bone for later reattachment.
flap and the muscle flap were separately retracted with fish hooks. Sponge roll was then placed beneath the skin flaj
retracting it. A 'single hole Midas-Rex craniotomy was performed and a frontotemporal bone flap was removed. Th.
sphenoid wing was drilled with the M8 bit and a partial subtemporal and anterior temporal craniectomy was performe

dura was firm. The dura was now opened in a curvilinear fashion. It was reflected anteriorly and secured with 4-0 }
tackup sutures. |

1
i

|
1
|
1
1

i
The underlying ‘g]rmn was full. We first our attention to the temporal lobe. There was a large draining vein running al
posterior temporal lobe draining the parietal and posterior frontal cortex. Measurement was made to § centimeters whi
approximately oﬂe centimeter in front of this vein. The inferior and middle temporal gyri were then removed in the
fashion over to the tentorial edge. We next turned our attention to the frontal lobe. A measurement was made from the
tip back 5 centimeters. The surface was cauterized with bipolar cautery and an anterior frontal lobectomy was performe
falx. Both the temporal and frontal lobes were sent for histologic evaluation. At the end of the procedure hemosta
achieved with bipolar cautery, Surgicel and peroxide. The walls of the cavities were covered with Surgicel. The dura wa:
with interrupted 4-0 Nurulon suture. The bone flap was replaced with three mini plates. No methyl methacrylate was i
The entire wound was copiously irrigated with physiologic saline. The temporal muscle was reapproximated with 2-C
suture. The galea was closed with interrupted inverted 2-0 Vicryl suture over a 5 millimeter Jackson-Pratt drain wh
brought out through a separate stab incision. The skin was closed with skin staples. The drain was secured with a }
stitch. Sterile dressings were applied. The patient-wag removed from the Mayfield-Kees head holder, he was transferr
to the Intensive Care Unit in critical condition still intubated.
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OPERATIVE REPORT

DATE OF OPERATION: 01/05/99

PREOPERATIVE DIAGNOSIS: Post infarct brain swelling.
POSTOPERATIVE DIAGNOSIS: Post infarct brain swelling.
PROCEDURE: ‘ Reexploration right frontotemporal craniotomy; additional right

frontal and right temporal lobectomy,

SURGEON:

ANESTHESIA: General endotracheal.

ESTIMATED BLOOD LOSS: 500 cc.

URINE OUTPUT: 500 cc.

FLUIDS: 3,000 cc. crystalloid. Two units of FFP, one unit packed red
blood cells.

COMPLICATIONS: . Nore .

SPECIMENS: " Additional right frontal lobe,

ST{XTEMENT OF MEDICAL NECESSITY: The patient is a 29-year-old right handed white man who suffered

with three mini plates. The temporalis muscle was reapproximated with interrupted inverted 2-0 Vicryl suture. The skin was

. closed with a single layer of nylon.

P, 1of 2
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from‘the Mayfield-Kees head holder and returned to the Intensive Care Unit in critical condition still intubated.
No: I

CC_
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A 7 millimeter Jackson-Pratt drain was left in the subgaleal space. A sterile dressing was applied. The patient was removed
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PATIENT
MRN

VISIT #
PMH MRN :
DOB :

erave smvezcm: [

 EXAM: DATE: , TIME: ACCESSION i#
. SPECIAL PROCEDURE 01/06/99 2023
REPORT

. DATE OF SERVICE:
01/06/99; 2023.

‘-:'@“‘" .PROCEDURE PER.FORI‘IED: “_:““f:‘?;':..‘:“:“ R T MR T TR RN W TR LT W b v e~
Pulmonary arteriogram. A Tt o

REFERRING PHYSICIAN:
, N D

CLINICAL HISTORY:
The patient is a 29-year-old man who had a catastrophic intracranial event
while weightlifting. He has undergone several intracranial procedures, the
. most recent of which is a hemispherectomy performed earlier today. During
this procedure, the patient became hypotensive and hypoxemic. The possibility
of pulmonary embolic disease causing this acute decompensation is considered,
clinically likely, and therefore a pulmonary angiogram is requested. Because
the patient cannot be heparinized, a venafcaval filter is requested if the
pulmonary arteriogram shows the presence of pulmonary embolic disease.
Informed consent is obtained from the patient’s wife and family as the patient
. could not give informed consent because of his current depressed mental
: status.

The patient is transferred to the angiography table and the right groin is
prepped and draped in a sterile fashion. With single wall puncture technique,
the right common femoral vein is entered and an .038 3 mm J guide wire is
advanced into the inferior vena cava. A 7.5 French AP #2 catheter is advanced
over the guide wire into the right heart and manipulated without difficulty
. into the left main pulmonary artery. Films are obtained of the left pulmonary

circulation in the LAO and LPO projections. The catheter is then repositioned
in the right pulmonary artery and films of the right pulmonary circulation are
obtained in the AP and right anterior oblique projections.

A review of the images shows a normal appearance of the pulmonary arterial and
venous circulation. The pulmonary parenchymal phases are normal

. bilaterally. No evidence of pulmonary embolic disease is present at this
time. .

After concluding the diagnostic procedure, the catheter is withdrawn and

MEDICAL RECORDS COPY PAGE : 1
; ‘I' ' : CONTINUED

| | 000031 o N




FINAL
-1 — B L v o vt TS s K T G T A B AR B - C -

EXAM: DATE: TIME: ACCESSION #
SPECIAL PROCEDURE 01/06/99 2023 |

® esoss

manual compression maintained at the right groin until hemostasis is
obtained. The patient is transferred back to the intensive care unit bed and
returned to the intensive care unit in good condition without evidence of

_ complication. .
Q The results of the procedure are communicated to Dr. _ who was present
_at the conclusion of the procedure.
"! - wr%{“‘{ﬁ:*"t.?’? AR SEL R RT :‘..‘E‘M?’:’A”%V%Lr?*ﬂxh 3% s s TR SRS TREST R T
IMPRESSION
IMPRESSION:
Normal bilateral selective pulmonary arteriogram without evidence of pulmonary
‘ embolic disease.
Dictated by: [N O
D: 01/07/99; 0847 .
® stovep ov: | -
RESIDENT ID: .
. *** THTS DOCUMENT HAS BEEN REVIEWED AND SIGNED ELECTRONICALLY ***
MEDICAL RECORDS COPY PAGE : 2
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OPERATIVE REPORT
DATE OF OPERATION: 01/06/99
PRE(_)PERATIVE DIAGNOSIS: Post-infarct brain swelling.
POSTOPERATIVE DIAGNOSIS: Post-infarct brdin swelling.
PROCEDURE: Right hemispherectomy.

STAFF SURGEON: _ M.D.

FELLOWSURGEON _rf-gg_pmwm S —

S TR f‘r‘ En ’?" ZRRF""

ANESTHESIA General endotracheal anesthesia, Dr -

COMPLICATIONS: None.

SPECIMENS: Right frontal, parietal and temporal lobes.

ESTIMATED BLOOD LOSS: 4000 cc.

URINE OUTPUT: 650 cc.

FLUIDS: - Crystalloid '3565‘0;, colloid 1000 cc, packed red blood cells 5 units, FFP
7 units. .

INDICATIONS FOR OPERATION: The patient is a 29-year-old who has undergone two previous right-sided

operations for brain decompression. He has had continued swelling with evidence of a brain stem compression despite removal
of his uncus and frontal lobe to the level and into his right frontal horn. MRI scan has showed complete infarct from previous
embolic disease of the right side, and the decision was made to do a right hemispherectomy. Consent was obtained from the
family prior to performing the procedure. The risks and benefits of the procedure were thoroughly discussed including stroke
and death.

OPERATIVE PROCEDURE: The patient was identified, brought to the operating room and placed operating
room table in a supine position where a member of the anesthesia department administered general endotracheal anesthesia. The
patient’s head was placed in the Mayfield-Kees headholder. His head was prepped and draped in the usual sterile fashion. The
previous incision was reopened and secured with fishhooks. The bone flap was removed. Additional bony removal was carried
out posteriorly to expose the posterior parietal and occipital lobes. Using bipolar cautery and suction, a hemispherectomy was
carried out. The parietal lobe was resected to the level of the falx. Occipital lobectomy was carried out and a completely
temporal lobectomy was carried out. The ependyma of the frontal horn was exposed as was the ependyma of the trigone. The
frontal parietal cortex covering the basal ganglia, internal capsule and thalamus was suctioned free leaving the deeper structures
intact. At this point we looked down toward the incisura. There was no gross herniation seen. The incisura, however, was
opened to further decompress the patient’s brain stem. Having completed the hemispherectomy, hemostasis was achieved with
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bipolar cautery. Surgicel was left on the exposed raw brain. Two ventriculostomies were left in the cavity. The entire cavity
was filled with physiologic saline. The dura was now closed with running and interrupted 4-0 Nurulon sutures. The bone flap

. was replaced with miniplates. The temporalis muscle was secured with 2-0 Vicryl suture. A 7 mm Jackson-Pratt drain was left
beneath the galea. The skin was closed with a running 2-0 Ethilon suture in a locked fashion. It should be noted that tackup
sutures were placed through the dura into the bone flap. Sterile dressings were applied. The patient was removed from the
Mayfield-Kees headholder. He was transferred to the intensive care unit in critical condition still intubated.
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OPERATIVE REPORT
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DATE OF OPERATION: 01/15/99
PREOPERATIVE DIAGNOSIS: Hydrocephalus.
POSTOPERATIVE DIAGNOSIS: Hydrdcephalus.
PROCEDURE: Placement of medium pressure right parietal ventriculoperitoneal
shunt.
SURGEON: I D
ASSISTANT: = ™ T o S R A G D TR T
D.
ANESTHESIA: General endotracheal.
ESTIMATED BLOOD LOSS: Less than 50 cc.
URINE: . Not measured.
IMPLANT DEVICE: Medium pressure valve.
STATEMENT OF MEDICAL NE€ESSITY: 'I'hé";;z'tt;;ent is a young gentleman in his 20s who suffered a large

right MCA infarct of unknown etiology. The patient underwent three brain resections ultimately requiring a complete
hemispherectomy to control brain swelling. The patient has been at his baseline neurologic condition since admission. He has
developed hydrocephalus which has not been amenable to weaning of an external ventricular drain. The benefits and risks of
ventriculoperitoneal shunting were discussed. The family signed consent.

DESCRIPTION OF OPERATION: The patient was identified, brought to the operating room and placed
on the operating table in a supine position. A member of the anesthesia department administered general endotracheal anesthesia
and inserted all appropriate monitoring lines. The patient’s head was shaved and his head, neck, chest and abdomen were
prepped and draped in the usual sterile fashion. We first turned our attention to the abdomen. A midline incision extending
approximately four centimeters just below the level of the xiphoid was made. This extended down and self retaining retractors
were inserted. The abdominal fascia was opened. The preperitoneal fat was retracted. The peritoneum was grasped with two
mosquito clips. The peritoneum was opened. A #4 dissector was advanced through the hole of the peritoneum to prove that we
were indeed in the peritoneal cavity. At this point we turned our attention to the head. A small incision was made in a
curvilinear fashion over the right parietal area. Raney ofips were applied to the skin edges. A bur hole was made. The dura
was cauterized and opened in a cruciate fashion. A previously assembled shunt at a length of 10 centimeters was inserted into
the right cavity where hemispherectomy had been performed. The shunt was then passed beneath the skin using a shunt passér.
It pumped and refilled well. It was inserted into the peritoneal cavity. A pursestring suture through the peritoneum closed the
peritoneal hole. The entire wound was copiously irrigated with physiologic saline. Antibiotic saline was also used. The fascia
was closed with interrupted 2-0 Vicryl sutures. The subcutaneous tissue was closed with interrupted inverted 2-0 Vicryl suture
and the skin was closed with a running nylon stitch.
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M.D.(faxed)

-At the cranial end the entire wound was copiously irrigated with physiologic and antibiotic saline. The galea was closed with
interrupted inverted 3-0 Vicryl suture. The skin was closed with skin staples. A separate stab incision in the scalp was not
necessary. Sterile dressings were applied. The patient was transferred back to the Intensive Care Unit in stable condition.
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Date of Operative Procedure: || I Physician:
, Service: NEUROSURGERY
Date received: 010499 Surgical Pathology No. :-

CLINICAL HISTORY/OPERATIVE DIAGNOSIS

29 y/0 post stroke. Source of specimen: 1. Right anterior
temporal lobe. 2. Right frontal lobe. Clinical impression: Right
cerebral vascular accident.

GROSS EXAMINATION:

The first specimen, received in formalin, labeled with the
patient’s name and RIGHT ANTERIOR TEMPORAL LOBE (POST STROKE),
consists of a 4.7 x 3.2 x 1.8 cm segment of brain with flattened
gyri and sulci. Several punctate, red areas are seen at the
gray-wvhite junction. Sections are submitted as (Al)-(A3).

The second specimen, received in formalin, labeled with the
patient’s name and RIGHT FRONTAL LOBE (POST STROKE), consists of
a 6.8 x 5.5 x 2.7 cm segment of brain with flattened gyri and
sulci. Blood is present in the subarachnoid space. At one side
there is a 0.8 x 0.8 x 0.8 cm collection of clotted blood
dissecting the gray-white junction. The sulci near the lesion
also contains clotted blood. The remaining parenchyma is notable
for punctate, red-purple lesions most notable in the white matter
near the surgical resection margin. GROSS PHOTOGRAPHS ARE TAKEN.
Sections are submitted as follows: Cassette (Bl) dissected blood,
(B2)-(BS) sections of-brain from close’ td lesion to far from

MICROSCOPIC DIAGNOSIS: ’
1. AND 2. RIGHT INTERIOR TEMPORAL LOBE AND RIGHT FRONTAL LOBE
OF BRIAN (RESECTION):
MULTIFOCAL PARENCHYMAL RARIFICATION WITH
ACUTE NEURONAL INJURY AND RECENT HEMORRHAGE,
CONSISTENT WITH INFARCTS (SEE COMMENT).

COMMENT :

Occasional foci show histiocytes, consistent with early
organization. No evidence of neoplasm, vascular malformation,
or other obvious etiologies for the hemorrhage are seen.

iR R SR S S B T B S BRI B B s ﬁ‘.%ﬁﬁ&'&ﬂ%ﬁa&:m%;&aq -

I reviewed the diagnostic material; this is my interpretation.

- @914 hours

PATHOLOGIST
ELECTRONIC SIGNATURE
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1 Dat= of Operative Procedure:_ Physician:
! Service: NEUROSURGERY

Dat= received: 010599 ' Surgical Pathology No. : _

RE4 PSRRI =l s T TR

CLIN{cAL HISTDRY/OPERATIVE DIAGNOSIS

29 v /0 s/p stroke. Re-exploration craniotomy.

GRC:-5 EXAMINATION:

The specimen, received in formalin, labeled with the patient’s

name and FRONTAL LOBE, consists of a wedge shaped cerebral

corctical resection which measures 5.0 x 4.0 x 2.5 cm. The

cortical surface is pink with flattened gyri. A 2.0 cm area of

: rec=.nt hemorrhage is present on the surface. On section, the gray
‘ mat< sr ig uniform in thick averaging @.4 cm. The underlying white

matt oy is uniform with punctate hemorrhages at the deep margin.

i ——.The, .cqQrtical.hemorrhage is-.confined-tojthe,. .surfaceiand.extends .-<— -

int underlying sulci. Representative sections are submitted in

MICx:3SCOPIC DIAGNQOSIS:
FRON TAL LOBE (LOBECTOMY):
. MLI_TIPLE EARLY ORGANIZING INFARCTS (SEE COMMENT).

COMMISNT:
The sindings are similar to those seen in the previous resection

2

. r"

I r+yjewved the diagnoStic material; this is my interpretation.
Dac_ iped: 010899 N
,.‘ @955 hours .
PATHOLOGIST

| T
®
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01/21/99

DATE 01/23/99 01/19/99
TIME 0444 0425 1425
DAY SAT THU TUE
PROCEDURE UNITS REFERENCE RANGE
BLOOD COUNT
WBC X 103 6.0 8.1 /ul [4.1-10.9)
RBC X 10°6 4.73 4.35 /ul [4.30-5.90]
HGB 14.3 13.0L L14.1 G/DL [13.2-16.2]
HCT 42.0 38.0L . 42.3 $ [40.0-52.0]
MCV 88.7 87.3 FL [82.0-100.0]
MCH 30.2 29.9 _pG [26.5-34.0]
MCHC 34.0 34 .57 " G/DL [31.8-35.1)
RDW 1SD 11.4 10.9 $ [< 14.5)
PLATELET COUNT
PLT X 10~3 365 415 444H /uL [140-440)
MPV 7.2 7.2 FL [6.7-10.2]
DIFFERENTIAL
TOTAL NEUT % 72.9 % [37.0-73.0]
LYMPH % ___. ._._ .. 16.6L % [20.0-46.0]
MONO &~ °7 . g AR 0-12. 03, ——ririuans
EOS % . $ [0.0-5.0]"
BASO % 1.9 [0.0-2.0]
TOTL NEUT X103 5.9H /ul, [2.0-5.0]
LYMPH # X1073 1.3 /ul [1.3-3.0]
MONO # X1073 0.6 /uL [0.1-1.0)
EOS # X1073 0.1 /ul [0.0-0.3]
BASO # X103 0.2 /uL [0.0-0.2]
/
000051
Legend:
L = Low, H = High . e . .
COMINUED ON NEXT PAGE PAGE: 1
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01/16/99

DATE 01/18/99 01/15/99

TIME 0435 0220 1123

DAY MON SAT FRI
PROCEDURE UNITS REFERENCE RANGE
BLOOD COUNT
WBC X 1073 9.2 7.9 9.6 /ul [4.1-10.9]
RBC X 1076 4.55 4.42 4.85 /ulL [4.30-5.90]
HGB 13.8 13.3 .14.1 G/DL [13.2-16.2]
HCT 40.0 35.1L - 43.1 % [40.0-52.0]
MCV 87.8 88.5 88.7 FL [82.0-100.0]
MCH 30.4 30.1 29.1 - PG [26.5-34.0]
MCHC 34.6 34,07 32.8 G/DL [31.8-35.1]}
RDW 1SD 10.7 11.2 11.1 % [< 14.5)
PLATELET COUNT
PLT X 1073 399 331 383 /ul [140-440]
MPV 6.5L 5.9L 6.6L FL [6.7-10.2]
DIFFERENTIAL :
TOTAL NEUT % $ [37.0-73.0]}
LYMPH & _ . o 3 S % . [20.0- 46.0]
MONO % B e T Zo &:ﬁ?%m*[z 0-12 O;—‘“ﬁf; L ime
EOS % % [0.0-5.0])
BASO % % [0.0-2.0]}
TOTL NEUT X1073 /uL [2.0-5.0]
LYMPH # X1073 /ul [1.3-3.0]
MONO # X1073 /uL [0.1-1.0]
EOS # X1073 /ul [0.0-0.3)
BASO # X103 /ul [0.0-0.2]

/
N e e e o e A e ey o e o
000052
Legend:
L = Low, H = High —_—
CONTINUED ON NEXT PAGE PAGE 2
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PRINT DATE/TIME: 01/27/99 0022

FUSE - SR ——

01/14/99

DATE 01/15/99 01/13/99
TIME 0200 0240 0200
DAY FRI THU WED
PROCEDURE UNITS REFERENCE RANGE
BLOOD COUNT
WBC X 10~3 8.6 8.3 10.7 /uL [4.1-10.9]
RBC X 10°6 4.58 4.83 5.07 /uL [4.30-5.90]
HGB 13.6 14.3 .14.9 G/DL [13.2-16.2)
HCT 40.4 42.9 - 44.9 % [40.0-52.0]
MCV 88.1 88.8 88.4 FL [82.0-100.0]
MCH 29.6 29.6 . . 29.5 ~ DG [26.5-34.0]
MCHC 33.7 33,37 33.3 G/DL [31.8-35.1]
RDW 1SD 11.3 11.5 11.0 % [< 14.5]
PLATELET COUNT
PLT X 1073 346 358 371 /uL [140-440)
MPV 6.2L 6.3L 6.5L FL [6.7-10.2]
DIFFERENTIAL
TOTAL NEUT % 77.2H 74. BH 79.4H % [37.0-73.0]
LYMPH % ___.__ . . 11.8L _ . 11.9L . . 8.4L. ... .. . [20.0-46.0]
MONO §~ STy g S 0l g wasisiry 5 e i = 2.0-12, 0F FuETee =0
EOS % 1.6 1.6 1.0 % [0.0-5.0]
BASO % 1.5 0.8 1.0 % [0.0-2.0]
TOTL NEUT X10~3 6.7H 6.2H 8.5H /uL [2.0-5.0]
LYMPH # X103 1.0L 1.0L .9L /ulL [1.3-3.0]
MONO # X10~3 0.7 0.9 1.1H /ulL [0.1-1.0)
EOS # X10°3 0.1 0.1 0.1 /uL [0.0-0.3]
BASO # X10°3 0.1 0.1 0.1 /uL [0.0-0.2]
/
— el i Y- o I~ S B i e DR AT, X oW g A 3 e
000053
Legend:
L = Low, H = High
- CONTINUED ON umxr raa:
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01/11/99

DATE 01/12/99 01/11/99
TIME 0230 1405 0829
DAY TUE MON MON
PROCEDURE UNITS REFERENCE RANGE
BLOOD COUNT
WBC X 1043 9.2 10.6 /uL [4.1-10.9]
3y RBC X 10%6 4.94 4.80 /uL [4.30-5.90)
HGB 14.4 14.1 L14.1 G/DL [13.2-16.2]
HCT 43.3 42.3 . 42.1 % [40.0-52.0]
MCV 87.6 88.1 FL [82.0-100.0)
MCH 29.2 29.4 .. DG [26.5-34.0]
MCHC 33.4 33,8~ " G/DL [31.8-35.1]
RDW 1SD 11.0 11.0 $ [< 14.5)
PLATELET COUNT
PLT X 103 338 300 /ul [140-440)
MPV 6.4L 6.7 FL [6.7-10.2]
DIFFERENTIAL
TOTAL NEUT $ 82.7H 86.6H % [37.0-73.0]
LYMPH % . 9.2L 7.2L % [20.0-46.0)
MONO § -~ ¥ mid e gumess 117 1[2.0-12, 0 - ~eed T
EOS % 1.4 1.1 $ [0.0-5.0]
é:) BASO % 0.7 1.0 3 [0.0-2.0]
~ TOTL NEUT X10%3 7.6H 9.2H /ul, [2.0-5.0]
LYMPH # X10A3 OBL oeL /uL [1.3‘3-0]
MONO # X10+3 0.6 0.4 /ul [0.1-1.0]
EOS # X10-3 0.1 0.1 /ul [0.0-0.3]
BASO # X1073 0.1 0.1 /uL [0.0-0.2]
/
— Al SoERis = NP woa R S =00 : s S WS 13 1o O T A SRS - W L -
000034
Legend:
L = Low, H = High B
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DATE 01/11/99 01/10/99 01/10/99

TIME 0135 1435 0230
DAY ___ MON SUN SUN
PROCEDURE UNITS REFERENCE RANGE
BLOOD COUNT
WBC X 1073 11.9H 11.8H 9.6 /uL [4.1-10.9)
RBC X 1046 4.78 4.51 3.81L /uL [4.30-5.90]
HGB 14.0 13.5 .11.3L G/DL [13.2-16.2]
HCT 42.4 39.4L .- 33.7L % [40.0-52.0]
MCV 88.5 87.3 88.4 FL [82.0-100.0]
MCH 29.4 29.9 . 29.8 - PG © [26.5-34.0]
MCHC 33.2 34 .27 33.7 G/DL [31.8-35.1]
RDW 1SD 11.2 10.9 -10.9 % [< 14.5]
PLATELET COUNT
PLT X 1073 303 245 202 /uL [140-440)
MPV 7.0 7.3 7.1 FL [6.7-10.2]
PLT COMMENT LRG PLT*
DIFFERENTIAL
TOTAL NEUT % _ ‘ ;. 92-2H . e BTTH, o % [37 0- 73 0] o

e . Bt it e

SEGS % 81H $ [37- 73]

BANDS % 6 $ [0-10]

LYMPH % 4.6L 8.1L $ [20.0-46.0]

LYMPH % MANUAL 8L $ [20-46]

MONO & 1.9L 2.1 % [2.0-12.0]

MONO % MANUAL 4 % [2-12]

EOS % 1.3 2.1 % [0.0-5.0]

EOS % MANUAL 1 , % [0-5]

BASO % 0.0 0.0 % [0.0-2.0]

BASO % MANUAL 0 $ [0-2]

TOTL NEUT X10°3 10.9H 8.4H /ulL [2.0-5.0]

TOTL NEUT X103 10.4H u/L [2.0-5.0] e

LYMPH # X1073. o P 5L .8L /uL [1.3-3.0] :
© LYMPH# MANX10*3 =TT E— T 1 33 0 ) e

MONO # X10+3 0.2 0.2 /ulL [0.1-1.0]

MONO # MANX1073 0.5 . u/L [0.1-1.0]

EOS # X1073 0.2 0.2 /ul [0.0-0.3]

EOS # MAN X10-3 0.1 u/L [0.0-0.3]

Legend:

L = Low, H = High, * = Abnormal - - 000055

CONTINUED ON NEXT PAGE PAGE: 5
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'01/10/99

DATE 01/11/99 01/10/99

TIME 0135 1435 0230

DAY __MON SUN SUN
PROCEDURE UNITS REFERENCE RANGE
DIFFERENTIAL
BASO # X1073 0.0 0.0 /ulL [0.0-0.2]
BASO # MANX1073 0.0 u/L [0.0-0.2]
MORPHOLOGY
RBC MORPHOLOGY NORMAL* L. -

[ 3508 ol )

DATE 01/09/99 01/09/99 01/09/99

TIME 2215 1430 0815

DAY SAT SAT SAT
PROCEDURE UNITS REFERENCE RANGE
BLOOD COUNT
WBC X 1073 9.9 /ul [4.1-10.9]
RBC X 1076 3.74L /ulL [4.30-5.90]
HGB 11.5L 11.1L 10.8L G/DL [13.2-16.2]
HCT , 34.6L 33.1L,  _32.i1L,_ . % [40.0-52.0] ‘
MOV o T S U SRR e £ 36 SUAE B R 4 TERI NG SR Je BILE PSSR 182, 0210007 5 msdsras s |
MCH 29.7 PG [26.5-34.70]
MCHC 33.6 G/DL [31.8-35.1]}
RDW 18D 11.1 % [< 14.5]
PLATELET COUNT
PLT X 10~3 179 /ulL [140-440]
MPV 7.2 FL [6.7-10.2]
DIFFERENTIAL
TOTAL NEUT % 82.5H % [37.0-73.0)
LYMPH % . 10.7L % [20.0-46.0]
MONO & e T — i i 2-0-12.0}
EOS & 2.3 % [0.0-5.0]
BASO % 0.2 % [0.0-2.0]
TOTL NEUT X1043 8.2H /uls [2.0-5.0]
LYMPH # X1043 1.1L /ulL [1.3-3.0]
Legend:
L = Low, H = High, * = Abnormal I 000056

PAGE: 6
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01/09/99

DATE 01/09/99 01/09/99

TIME | 2215 1430 0815

DAY | _SAT SAT SAT
PROCEDURE UNITS REFERENCE RANGE
DIFFERENTIAL
MONO # X1073 0.4 /uL [0.1-1.0)
EOS # X10°3 0.2 /ul [0.0-0.3]
BASO # X1073 ‘ 0.0 . /ulL [0.0-0.2]

DATE 01/09/99 01/08/99 01/08/99

TIME 0230 2030 1330 -

DAY . __SAT FRI®--"~ FRI
PROCEDURE 1 UNITS REFERENCE RANGE
BLOOD COUNT I
WBC X 103 9.6 7.8 /ul [4.1-10.9]
RBC X 1076 3.65L 3.11L /uL [4.30-5.90]
HGB 10.8L 9.8L 9.3L G/DL [13.2-16.2]
HCT 32.0L 28.8L 27.4L % [40.0-52.0)
MCV 87.6 88.1 FL [82.0-100.0]
MCH 29.6 29.9 PG [26.5-34.0]
MCHC 33.7 o 33.9 G/DL [31.8-35.1)
RDW 1SD -yl g iRl letle gy 3t oo g e [< 14.5% 0 0 e
PLATELET COUNT
PLT X 1073 159 139L /uL [140-440]
MPV 7.3 7.4 FL [6.7-10.2]
DIFFERENTIAL ,
TOTAL NEUT % 86.3H 82.1H % [37.0-73.0]
LYMPH % 6.6L 10.2L % [20.0-46.0] "
MONO % 4.9 4.9 % [2.0-12.0]
EOS % 1.7 2.4 % [0.0-5.0]
BASO % : . 0.5 1.4 % [0.0-2.0]
TOTL NEUT X103 —8:.3H 6.4H ful, {2:0-5.01-
LYMPH # X10°3 { .6L .8L /uL [1.3-3.0]
MONO # X10+3 0.5 0.4 /uL [0.1-1.0)
EOS # X10°3 0.2 0.2 /uL, [0.0-0.3]
BASO # X1073 . 0.0 0.1 /ul [0.0-0.2]
Legend: ‘
L = Low, H = High =

PAGE: 7 000037
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01/08/99

DATE 01/09/99 01/08/99

TIME 0230 2030 1330

DAY SAT FRI FRI
PROCEDURE UNITS REFERENCE RANGE
MORPHOLOGY
RBC MORPHOLOGY NORMAL*

DATE |01/08/99 01/08/99  01/07/99

TIME = 0840 0330 .- 1400

DAY __FRI FRI THU
PROCEDURE ; . . UNITS REFERENCE RANGE

=
BLOOD COUNT
WBC X 10°3 9.0 8.1 /uL [4.1-10.9)
RBC X 1076 3.18L 2.83L /uL [4.30-5.90]
HGB 8.8L 9.4L 8.2L G/DL [13.2-16.2)
HCT 26.4L 28.0L 24.7L $ [40.0-52.0]
MCV 88.0 87.0 FL [82.0-100.0]
MCH 29.5 29.0 pG [26.5-34.0]
MCHC 33.5 33.4 G/DL [31.8-35.1]
RDW 1SD 11.4 11.4 $ [< 14.5)
PLATELET COUNT -
PLT X 103 160 151 /uL [140-440)
MPV 7.4 7.4 FL [6.7-10.2]
DIFFERENTIAL
TOTAL NEUT % 85.6H 86.0H % [37.0-73.0]
LYMPH % 7.7L 5.4L % [20.0-46.0]
MONO % 5.3 7.7 % [2.0-12.0)
EOS % 0.9 0.6 $ [0.0-5.0]
BASO % 0.5 0.3 % [0.0-2.0]
TOTL NEUT X1073 7.7H 7.1H /uL [2.0-5.0]
LYMPH # X1073. B .7L .4L /uL [1.3-3.0]
MONO # X10”3 075 0.6 7ul 1071-170)
EOS # X10”3 ; 0.1 0.0 /uL [0.0-0.3]
BASO # X1073 ! 0.0 0.0 /uL [0.0-0.2]
|
Legend: ‘
L = Low, H = High, *' = Abnormal
| CONTINUED ON NEXT PAGE race: 8 000058
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01/07/99

01/07/99

DATE 01/06/99
TIME 0800 0200 2150
DAY ___THU THU WED

PROCEDURE ‘ UNITS REFERENCE RANGE
BLOOD COUNT
WBC X 103 8.3 9.3 10.4 /uL [4.1-10.9]
RBC X 1076 3.08L 3.34L 3.69L /ulL [4.30-5.90]
HGB 9.1L 9.7L .10.9L G/DL [13.2-16.2]
HCT 26.7L 29.3L .- 32.1L % [40.0-52.0]
MCV 86.8 87.6 86.9 FL [82.0-100.0]
MCH 29.5 29.2 29.5 - DG [26.5-34.0])
MCHC 33.9 33.,3-77 33.9 G/DL [31.8-35.1]
RDW 1SD 11.0 11.6 10.9 % [< 14.5]
PLATELET COUNT
PLT X 1073 161 174 190 /uL [140-440])
MPV 7.5 7.3 7.5 FL [6.7-10.2]

DATE 01/06/99 01/06/99 01/06/99

TIME - 1745 1400 0200

DAY __WED WED WED
PROCEDURE i UNITS REFERENCE GE
BLOOD COUNT
WBC X 1073 5.0 9.6 /ul [4.1-10.9]
RBC X 1076 3.95L 3.44L /uL [4.30-5.90]
HGB 11.5L 9.1L 10.4L G/DL [13.2-16.2]
HCT 34.5L 26.9L 30.2L % [40.0-52.0]
MCV 87.3 87.7 FL [82.0-100.0)
MCH 29.2 , 30.2 PG [26.5-34.0]
MCHC 33.4 34.4 G/DL [31.8-35.1]
RDW 1SD 11.2 11.0 % [< 14.5]
PLATELET COUNT
PLT X 1073~ - 166 153 175 7uL [140-440]
MPV 7.0 7.1 FL [6.7-10.2]
Legend: 000059
L = Low
CONTINUED ON NEXT PAGE PAGE: 9
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01/06/99  01/06/99

DATE 01/06/99
TIME 1745 1400 0200
DAY WED WED WER

PROCEDURE UNITS REFERENCE RANGE
DIFFERENTIAL
TOTAL NEUT$ MAN 87H $ [37-73]}
SEGS % 82H % [37-73]
BANDS % . 5 % [0-10]
LYMPH % MANUAL 7L % [20-46)
MONO % MANUAL 4 % [2-12]
EOS % MANUAL L 1 % [0-5]
BASO $ MANUAL = 1 % [0-2)
TOTL NEUT X1073 u/L
LYMPH# MANx1073 u/L
MONO # MANX103 u/L
EOS # MAN X1073 u/L
BASO # MANX1073 u/L
MORPHOLOGY
RBC MORPHOLOGY NORMAL*

DATE i01/05/99 01/05/99  01/04/99

TIME“*:R“looo I Y T I L Y T T

DAY __ TUE TUE MON -
PROCEDURE UNITS REFERENCE RANGE
BLOOD COUNT
WBC X 1073 9.2 11.8H /ulL [4.1-10.9]
RBC X 1076 3.65L 4.42 4.10L /ul [4.30-5.90]
HGB 10.9L 13.4 12.3L G/DL [13.2-16.2]
HCT 32.3L 38.7L 35.7L % [40.0-52.0]
MCV 88.4 87.4 86.8 FL [82.0-100.01
MCH 30.0 30.3 30.0 pG [26.5-34.0]
MCHC 33.9 34.6 34.5 G/DL [31.8-35.1]
RDW 1SD 10.9 10.6 10.6 % [< 14.5]
PLATELET COUNT
PLT X 10”3 173 219 /ulL [140-440]
MPV 7.5 7.2 FL [6.7-10.2]
Legend: ‘ ~
L = Low, H = High, *:= Abnormal 000060
| PAGE: 10
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01/05/99

01/05/99

DATE 01/04/99

TIME 1000 0215 1920

DAY TUE TUE MON
PROCEDURE UNITS REFERENCE RANGE
DIFFERENTIAL
TOTAL NEUT % 85.9H $ [37.0-73.0]
LYMPH % 5.6L $ [20.0-46.0]
MONO % 8.1 . % [2.0-12.0]
EOS % 0.1 $ [0.0-5.0]
BASO % 0.3 % [0.0-2.0]
TOTL NEUT X1073 10.1H _ /uL [2.0-5.0]
LYMPH # X1073 U /uL [1.3-3.0]
MONO # X10°3 1.0 /ul [0.1-1.0]
EOS # X10°3 0.0 /ul [0.0-0.3)
BASO # X1073 0.0 /uL [0.0-0.2]

DATE D01/04/99  01/04/99  01/03/99

TIME @ 0820 0240 0040

DAY __ MON MON SUN
PROCEDURE UNITS REFERENCE RANGE
BLOOD COUNT ‘ L
WBC X 103 L. 10,1 gl QT ammiisam iy, C - [4.1-10.93 = -
RBC X 106 4.19L 5.04 5.07 /uL [4.30-5.90)
HGB 12.4L 14.7 15.1 G/DL [13.2-16.2]
HCT 37.2L 44.2 44.6 % [40.0-52.0]
MCV 88.7 87.7 87.9 FL [82.0-100.0]
MCH 29.5 29.2 29.8 pG [26.5-34.0)
MCHC 33.2 33.3 33.9 G/DL [31.8-35.1]
RDW 1SD 10.6 10.5 10.4 % [< 14.5]

/
PLATELET COUNT
PLT X 1073 189 246 237 /uL [140-440]
MPV 7.2 6.8 6.9 FL [6.7-10.2]
DIFFERENTIAL
TOTAL NEUT % 74.4H 3 [37.0-73.0]
TOTAL NEUT$ MAN 81H % [37-73]
SEGS % 76H % [37-73)
Legend:
L = Low, H = High 000061
CONTINUED ON NEXT PAGE PAGE: 11
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MATOLOGY:

Zhare OOREREE SRk RGP SIRSTIRRRIAT

01/04/99

DATE 01/04/99 01/03/99
TIME 0820 0240 0040
DAY _MON MON SUN
PROCEDURE UNITS REFERENCE RANGE
DIFFERENTIAL
BANDS % 5 % [0-10]
LYMPH % 18.9L % [20.0-46.0]
LYMPH % MANUAL 11L . % [20-46)
MONO % 5.6 % [2.0-12.0]
MONO % MANUAL 8 % [2-12]
EOS % 0.5 % [0.0-5.0]
EOS % MANUAL D % [0-5]
BASO % 0.6 % [0.0-2.0]
BASO % MANUAL 0 % [0-2]
TOTL NEUT X1073 5.8H /uL [2.0-5.0]
TOTL NEUT X10~3 8.2H u/L [2.0-5.0]
LYMPH # X10~3 1.4 /uL [1.3-3.0]
LYMPH# MANx1073 1.1L u/L [1.3-3.0]
MONO # X10~3 0.4 /uL [0.1-1.0]
MONO # MANX1073 0.8 u/L [0.1-1.0}
EOS # X103 0.0 /ul [0.0-0.3)
EOS # MAN X10-3 0.0 u/L [0.0-0.3]
BASO # X1073 0.0 /uL [0.0-0.2]
BASO # MANX1073 el B L ) 5 Fee e «u/L- #[0.0-0.2)e -- -
MORPHOLOGY
RBC MORPHOLOGY NORMAL*
/
000062
Legend:
L = Low, H = High, * = Abnormal
PAGE: 12
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DATE
TIME
DAY

PROCEDURE

BLOOD COUNT
WBC X 1073
RBC X 1076
HGB

HCT

MCcV

MCH

MCHC

RDW 1SD

PLATELET COUNT
PLT X 1073
MPV

DIFFERENTIAL
TOTAL NEUT $%
LYMPH %

MONO %

EOS %

BASO %

TOTL NEUT X10°3
LYMPH # X10°3
MONO # X1073
EOS # X1073
BASO # X1073

MISCELLANEOUS HEMATOLOGY

01/01/99

2201
FRI

R N X

>
™
W oo o 0NN

UNITS REFERENCE RANGE

/uL [4.1-10.9]
/uL [4.30-5.90)
G/DL [13.2-16.2)
% [40.0-52.0)
FL [82.0-100.0]
_DG [26.5-34.0]
'G/DL [31.8-35.1]
% [< 14.5)
/uL [140-440]
FL [6.7-10.2]

% [37.0-73.0]}
% [20.0-46.0]
m e g s s ke [2,0-12.03
% [0.0-5.0]17
% [0.0-2.0]
/uL [2.0-5.0]
/uL [1.3-3.0]
/ulL [0.1-1.0]
/ulL [0.0-0.3]
/ulL [0.0-0.2]

SED RATE MM/HR [0-15]
000063
Legend:
L = Low, H = High
PAGE: 13
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ANEMIATTESTSE

Serrhs,

DATE 01/05/99
TIME 1000

pay ___TUE
PROCEDURE

VITAMIN B1l2 295

REFERENCE RANGE

[211-911]

-

01/25/99

DATE 01/26/99 01/24/99
TIME 0450 0430 0504
DAY TUE MON SUN
PROCEDURE
ROUTINE COAGULATION
PROTIME 17.3H 16.7H 17.1H

(12/02/98 -- Current)
A new Protime reagent is in use as of 12/03/98.

It is more sensitive with an ISI of 1.02. Protime results in seconds

UNITS REFERENCE RANGE

SEC [10.5-12.8]

may be

- 3~

longer, but there is no change in therapeutic INR (2.0 - 3.0).=--%==mEs g0

1.5 1.4 1.5
(06/16/97 -- Current)

THE INR (INTERNATIONAL NORMALIZED RATIO) IS INTENDED

FOR PATIENTS ON STABLE LONG TERM ORAL ANTICOAGULANT

THERAPY. INR VALUES SHOULD APPROXIMATE 2.0 TO 3.0

IN MOST CASES, AND 2.5 TO 3.5 FOR HIGHER INTENSITY OF

ANTICOAGULATION.

PTT

INR

70.3H 61.5H 60.8H

(03/26/98 -- Current)

THERAPEUTIC RANGE FOR UNFRACTIONATED HEPARIN: 40 - 80

-

INR

SEC [22.0-35.0]

seconds

Legend:
H = High
CONTINUED ON NEXT PAGE
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01/22/99

LABORATORY REPORT

DATE 01/23/99 01/22/99

TIME 0444 1200 0530

DAY SAT FRI FRI
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 17.1H 14.8H 14.6H SEC [10.5-12.8]
INR 1.5 1.3 1.3 INR
PTT 56.6H ~  52.3H  .49.1H SEC [22.0-35.0]

DATE 01/21/99 01/21/99 01/21/99

TIME 2350 1840 1130 .

DAY THU THUYS .-~ ~ THU
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 13.6H 13.3H 14.2H SEC [10.5-12.8]
INR 1.2 1.1 1.2 INR
PTT 47.2H 45.1H 45.2H SEC [22.0-35.0]

DATE 01/21/99 01/20/99 01/20/99

TIME 0425 2400 1815

DAY THU WED WED
PROCEDURE UNITS REFERENCE.RANGE
ROUTINE COAGULATION
PROTIME 13.9H 14.2H 14.3H SEC [10.5-12.8]
INR 1.2 1.2 1.2 INR
PTT 48.7H 53.0H 58.7H SEC [22.0-35.0]

/
000065
Legend:
H = High
CONTINUED ON NEXT PAGE PAGE: 15
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01/20/99

DATE 01/20/99 01/19/99
TIME 1204 0430 2355
DAY WED WED TUE
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 14.1H 13.8H 13.8H SEC [10.5-12.8]
INR 1.2 1.2 1.2 INR
PIT . _ _  _59.4H _ 36.5H  .37.3# _  SEC  [22.0-35.0]
DATE 01/19/99 01/19/99 01/18/99
TIME 2210 1425 1412 -
DAY TUE TUES.-" " MON '
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 13.6H 13.4H SEC [10.5-12.8]
INR 1.2 1.2 INR
PTT 39.0H 22.2 22.7 SEC [22.0-35.0]
DATE 01/17/99 01/16/99 01/15/99
TIME 1430 0220 1123
DAY SUN SAT FRI
PROCEDURE UNITS REFERENCE.RANGE
ROUTINE COAGULATION
PROTIME 12.8 12.5 12.4 SEC [10.5-12.8]
INR 1.1 1.1 1.1 INR
PTT 21.0L 22.6 20.6L SEC [22.0-35.0]
/
000066
Legend:
L = Low, H = High
CONTINUED ON NEXT PAGE PAGE: 16
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01/14/99

DATE 01/15/99 01/13/99
TIME 0200 0240 0200
DAY FRI THU WED
PROCEDURE UNITS  REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 12.4 11.9 12.2 SEC {10.5-12.8]
Y INR 1.1 1.0 1.0 INR
T 22.7 @ 24.0 .23.4 SEC [22.0-35.0]
DATE 01/12/99 01/11/99 61/11/99
TIME 0230 0830 0645 -
DAY TUE MONF-- - MON
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 12.4 12.4 12.6 SEC [10.5-12.8]
INR 1.1 1.1 1.1 INR
PTT 23.2 23.4 23.0 SEC [22.0-35.0]
DATE 01/10/99 01/10/99 01/09/99
TIME 1435 0230 2215
DAY SUN SUN SAT
PROCEDURE UNITS  REFERENCE.RANGE
E ROUTINE COAGULATION
PROTIME 12.6 12.8 12.5 SEC [10.5-12.8]
INR 1.1 1.1 1.1 INR
PTT 20.6L 20.6L SEC [22.0-35.0]
/
000¢e6;
Legend:
L = Low
CONTINUED ON NEXT PAGE PAGE: 17
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DATE 01/09/99 01/09/99 01/09/99

TIME 1430 0815 0200
DAY SAT SAT SAT
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 12.8 12.3 12.4 SEC [10.5-12.8)
INR 1.1 1.1 1.1 INR
PTT 22.4 20.8L .19.9L SEC [22.0-35.0]
DATE 01/08/99 01/08/99  01/08/99
TIME 2030 1635 . 1330 -
DAY FRI FRIZ-"-~ __ FRI '
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 12.6 11.8 12.2 SEC [10.5-12.8]
INR 1.1 1.0 1.0 INR
PTT 20.9L 17.8L 16.9Lf SEC [22.0-35.0]
01/08/99 1330 carrED To [ ICU AT 01/08/99 16:31 ...
DATE 01/08/99 01/08/99  01/07/99
TIME 0840 0330 1940
DAY FRI FRI THU -
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 12.8 13.0H 11.4 SEC [10.5-12.8]
INR 1.1 1.1 1.0 INR
PTT 19.3L 19.2L SEC [22.0-35.0]
PTT . >100 SECCE SEC (22 - 35]
01/07/99 1940 crrrican resurts caunED To | 01/ 07/ 20:4¢: I
000068
Legend:
L = Low, H = High, C = Critical, f = Footnote
CONTINUED ON NEXT PAGE PAGE: 18
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01/06/99 1400 CALLED TO

D-DIMER
BLEEDING TIME

Legend:
L = Low, H = High,

e C atCwre

— e

01/07/99 01/07/99

* = Abnormal,

LABORATORY REPORT

DATE 01/07/99

TIME 1400 0800 0200

DAY THU THU THU
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 12.6 13.9H 13.6H SEC (10.5-12.8]
INR 1.1 1.2 1.2 INR
PTT 19.4L 20.1L .21.8L SEC [22.0-35.0]

DATE 01/06/99 01/06/99 01/06/99

TIME 2150 1745 . . 1400 -

DAY _WED  _ WERF-™" WED
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
THROMBIN TIME 17.5 SEC [14.0-18.0]
PROTIME 14.1H 13.7H 13.6H SEC [10.5-12.8]
INR 1.2 1.2 1.2 INR
PTT 24.3 23.4 23.2 SEC [22.0-35.0]
FIBRINOGEN 300.0 468.0HE MG/DL  [150.0-400.0]

EBY 01/06/99 14:41
.0~ .0*- [<0.5]

5.0 MINUTE [2.0-9.0]=

000069

f = Footnote
CONTINUED ON NEXT PAGE PAGE: 19
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DATE 01/06/99 01/05/99 01/05/99

TIME 0200 1900 1115

DAY WED TUE TUE
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 13.8H 13.5H SEC [10.5-12.8]
INR 1.2 1.2 INR
PTT 22.5 23.0 .30.0 SEC [22.0-35.0]

DATE 01/05/99 01/05/99 01/05/99

TIME 1000 0730 0215 .

DAY TUE TUES.-~-~ TUE
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 13.4H 14.4Hf 13.5H SEC [10.5-12.8]

01/05/99 0730 REPORT CALLED TO [JJEN OR AT 0750.

INR 1.2 1.2 1.2 INR
PTT 24.5 19.6L SEC [22.0-35.0]

DATE 01/05/99 . 01/04/99 01/04/99

TIME 0041 1920 1715 -

DAY TUE MON MON -
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
THROMBIN TIME 15.2 SEC {14.0-18.0]
PROTIME 13.7H 14.1H SEC [10.5-12.8]
INR 1.2 1.2 INR
PTT 25.1 ! 26.6 SEC [22.0-35.0]
FIBRINOGEN 355.0 MG/DL [150.0-400.0]
SPECIAL COAGULATION
PROTEIN C ACTIV 97 % [82-165]
DVVT 41.3H SECS [< 38.0]
DVVT CONFIRM 0.98 _ SECS [< 1.09]
PLT NEUTRALIZ. POSITIVE* SECS [NEGATIVE]
PROTEIN C RESIS 2.36 [> 1.93]
Legend: 0009070
L = Low, H = High, * = Abnormal, £ = Footnote

CONTINUED ON NEXT PAGE PAGE: 20
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ST, ot TR Tt iR AR TR SRS R

(03/24/97 --- Current)

RESEARCH ONLY. NOT

FOR DIAGNOSTIC USE.

DATE 01/04/99 01/04/99 01/04/99

TIME 0820 0415 0240

DAY MON MON MON
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION .
PROTIME ~— 77 7= 77 "7""13.1H FoTTTTE TR R 1208 T v s SEC “[10.5-12.8])
INR 1.1 1.1 INR
PTT 26.7 30.6 38.1H ~ SEC [22.0-35.0]

7

DATE 01/03/99 01/02/99 01/01/99

TIME 0040 0355 2201

DAY SUN SAT FRI
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 12.7 13.0H 12.6 SEC [10.5-12.8]
INR 1.1 1.1 1.1 INR
PTT 44.5H 46.7H 43.9H SEC [22.0-35.0])

00007
Legend: 1
H = High
CONTINUED ON NEXT PAGE PAGE: 21
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DATE | 01/01/99 12/31/98 12/31/98
TIME 0140 1140 0200
DAY FRI THU THU
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 13.2H SEC [10.5-12.8]
INR 1.1 INR
pTT | 52.2H 56.8H ~ .47.3H SEC [22.0-35.0]
" DATE| 12/30/98
TIME 1825 L
DAY WED S
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 13.1H SEC [10.5-12.8]
INR 1.1 INR
PTT 43.8H SEC [22.0-35.0]
DATE| 01/22/99 01/17/99 01/16/99
TIME 1100 1130 1000
DAY FRI SUN SAT
PROCEDURE UNITS REFERENCE RANGE
MACROSCOPIC !
COLOR YELLOW YELLOW
APPEARANCE CLEAR CLEAR [(CLEAR]
CHEM STRIP
GLUCOSE NEGATIVE NEGATIVE [NEGATIVE]
BILIRUBIN NEGATIVE NEGATIVE [NEGATIVE]
KETONES NEGATIVE NEGATIVE [NEGATIVE]
SPEC GRAVITY 1.025 >=1.030* [SG REF]
Legend: 000072
H = High, * = Abnormal
CONTINUED ON NEXT PAGE PAGE: 22
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PRCCEDURE

CHEM STRIP

BLOOD
PH

PH
PROTEIN

UROBILINOGEN

NITRATE

LEUKO ESTERASE

MICROSCOPIC
SQUAMOUS EPITH

WBC/HPF
RBC/HPF
BACTERIA
MUCUS

HYALINE CAST

URINE CHEMISTRY
- SODIUM, URINE R
553 OSMOLALITY, UR

Legend:

* = Abnormal

LABORATORY

DATE
TIME
DAY

o e ot

01/17/99

g

01/22/99 01/16/99
1100 1130 1000
FRI SUN SAT
UNITS REFERENCE RANGE
MODERATE* LARGE* [NEGATIVE]
5.0 [4.5-8.0]
L 6.5 - [4.5-7.8]
- ) TRACRE™* TTAPRACRY T T Tt T [NEGATIVE]
0.2 0.2 [0.2-1.0]
NEGATIVE . NEGATIVE - [NEGATIVE]
NEGATIVE- ‘' NEGATIVE [NEGATIVE]
NONE NONE {0-2 /LPF]
0-4 0-4 [0-4 /HPF]
25-50* 10-25* [0-3 /HPF]
1 +* 1 +* [NEGATIVE]
SLIGHT
0-4 [0-4 HYAL]
55 MEQ/L -
358 MOSM/K [300-900]
000073
CONTINUED ON NEXT PAGE PAGE: 23
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DATE
TIME
DAY
PROCEDURE

MACROSCOPIC
COLOR
APPEARANCE

CHEM STRIP
GLUCOSE
BILIRUBIN
KETONES
SPEC GRAVITY
BLOOD

PH

PROTEIN
UROBILINOGEN
NITRATE

LEUKO ESTERASE

MICROSCOPIC
SQUAMOUS EPITH
WBC/HPF
RBC/HPF
BACTERIA

MUCUS

Legend:
* = Abnormal

YELLOW
CLEAR

NEGATIVE
NEGATIVE
NEGATIVE
>=1.030*
LARGE*

30~
0.2
NEGATIVE
NEGATIVE

0-2

0-4
25-50*
NEGATIVE
SLIGHT

LABORATORY REPORT

01/14/99
1000
— THU

i e S e e e e R e e

B R TEETT T e

CONTINUED ON NEXT PAGE

UNITS

[CLEAR]

[NEGATIVE]
[NEGATIVE]
[NEGATIVE]
[SG REF]

[NEGATIVE]
[4.5-8.0]
[NEGATIVE]
[0.2-1.0]
(NEGATIVE]
[NEGATIVE]

(0-2 /LPF¥
[0-4 /HPF]
[0-3 /HPF]
[NEGATIVE]

000074

PAGE: 24
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&

DATE
TIME
DAY
PROCEDURE

PH ARTERIAL
PCO2

PO2 ARTERIAL
HCO3 -
BASE EXCESS
HEMOGLOBIN

02 SAT

SODIUM
POTASSIUM

IONIZED CALCIUM
CHLORIDE
GLUCOSE

DATE
TIME
DAY
PROCEDURE

PH ARTERIAL
PCO2

" PO2 ARTERIAL

HCO3

BASE EXCESS
HEMOGLOBIN

02 SAT

SODIUM
POTASSIUM
IONIZED CALCIUM
CHLORIDE

01/06/99 01/06/99 01/06/99

1620 1612 1543
WED WED WED
UNITS REFERENCE RANGE
7.34L 7.33L 7.39 [7.35-7.45]
49.9H 45.6H 42.3 MMHG [35.0-45.0]
79 85 45L MMHG [75-100]
26.5H 23.2 .24.9 MMOL/L [22.0-26.0]
T 0.2 T T T w2,8L7 T I =27 T o7 v MMOL/L [-2.4-2.3]
12.3L 11.8L 14.0 G/DL [13.2-16.2]
94.9L 95.7 .. . 80.1L -~ % [95.0-98.0]
143 146H ° 143 MMOL/L [137-145]
3.3L 2.8Cf 4.1 MMOL/L [3.6-5.0]
01/06/99 1612| CRITICAL RESULTS REPORTED TO—
3.9L 3.2L 4.4L MG/DL {4.7-5.1]
113H 116H 110H MMOL/L [98-107]
| 163H 154H 162H MG/DL [65-105]
01/06/99 01/06/99 01/06/99
1502 1404 1302
WED WED WED
UNITS REFERENCE RANGE
7.49H 7.47H 7.49H [7.35-7.45]
35.0 36.1 32.9L MMHG [35.0-45.0]
80 92 314H MMHG {75-100]
26.1H 25.7 24.6 MMOL/L [22.0-26.0]
2.8H 2.1 1.6 MMOL/L [-2.4-2.3]
9.7L 9.6L 10.8L G/DL [13.2-16.2]
96.7 97.5, 99.8H % [95.0-98.0]
143 143 143 MMOL/L [137-145]
3.5L 3.8 3.5L MMOL/L [3.6-5.0]
3.8L 4.0L 4.3L MG/DL [4.7-5.1]
112H 110H 114H MMOL/L [98-107]
135H 142H 123H MG/DL [65-105]

GLUCOSE

Legend: -
L = Low, H = High,

LABORATORY

0000'7S

C = Critical, £ = Footnote
CONTINUED ON NEXT PAGE PAGE: 25
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DATE
TIME
DAY
PROCEDURE

PH ARTERIAL
PCO2

PO2 ARTERIAL
HCO3

BASE EXCESS
HEMOGLOBIN

02 SAT

SODIUM
POTASSIUM
IONIZED CALCIUM
CHLORIDE
GLUCOSE

DATE
TIME
DAY
PROCEDURE

PH ARTERIAL
PCO2
PO2 ARTERIAL
HCO3
BASE EXCESS
HEMOGLOBIN
02 SAT
SODIUM
POTASSIUM
01/04/99 0442

IONIZED CALCIUM

CHLORIDE
GLUCOSE

Legend:
L = Low, H = High,

LABORATORY |

REPORT

01/05/99

01/05/99 01/04/99
0915 0724 0725
TUE TUE __MON
UNITS REFERENCE RANGE
7.49H 7.51H 7.47H [7.35-7.45]
37.1 33.8L 38.1 MMHG [35.0-45.0]
113H 125H 94 MMHG [75-100]
27.7H 26.4H .27.0H MMOL/L [22.0-26.01]
- 4.3H Y 3.6H T TSTU3.2H U T T UUMMOL/LC [-2.4-2.3]
10.9L 11.8L 12.3L G/DL [13.2-16.2]
98.4H 98.8H 97.6 _% [95.0-98.0]
143 1487 137 MMOL/L [137-145]
3.3L 3.2L 3.7 MMOL/L [3.6-5.0]
3.9L 4.2L 4.1L MG/DL  [4.7-5.1]
109H 107 106 MMOL/L [98-107]
131H 129H 107H MG/DL  [65-105]
01/04/99
0442
— _MON
UNITS REFERENCE RANGE
7.48H [7.35-7.45]
27.0L MMHG [35.0-45.0]
214H MMHG [75-100])
19.7L MMOL/L [22.0-26.0]
-2.7L MMOL/L [-2.4-2.3]
11.3L G/DL [(13.2-16.2]
99.5H % [95.0-98.0]
146H MMOL/L [137-145]
2.7cf , MMOL/L [3.6-5.0]
CRITICAL RESULTS REPORTED TO -
2.7L MG/DL  [4.7-5.1]
109H MMOL/L [98-107]
79 MG/DL  [65-105]
000076
C = Critical, £ = Footnote
CONTINUED ON NEXT PAGE PAGE: 26
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(

DATE
TIME
DAY
PROCEDURE
PH ARTERIAL
PCO2
PO2 ARTERIAL
COHCQ3 TR eI T
BASE EXCESS
02 SAT
FIO2
DATE
TIME
DAY
PROCEDURE

PH ARTERIAL
PCO2

PO2 ARTERIAL
HCO03

BASE EXCESS
02 saT

FIO02

PT TEMP

CORR PH

CORR PCO2
CORR PO2

MODE ABG

VT ABG

VENT RATE
PEEP ABG
PRESSURE SUPPOR
ARTERIAL LINE

Legend:
L = Low, H = High

LABORATORY

01/10/99  01/10/99  01/10/99
1435 0940 0230
SUN SUN SUN
UNITS REFERENCE RANGE
o 7.44 7.41 7.50H [7.35-7.45]
. 38.1 37.8 32.9L MMHG [35.0-45.0]
62L 84 . 95 MMHG [75-100]
25.2 ——-"23.6 ~ ~-..'24.9 = ~owor MMOL/L- [22.0-26.0]
1.2 -.7 2.1 MMOL/L [-2.4-2.3]
92.6L 96.5 _ . 97.8 -3 [95.0-98.0]
NA-
01/09/99  01/09/99  01/09/99
1430 0500 0230
SAT SAT SAT
UNITS REFERENCE RANGE
7.52H 7.48H 7.46H [7.35-7.45]
33.7L 34.2L 36.4 MMHG [35.0-45.0]
79 82 58L MMHG [75-100]
26.7H 24.9 25.5 MMOL/L  [22.0-26.0]
4.0H 1.7 1.8 MMOL/L  [-2.4-2.37
96.8 96.8 94.5L % [95.0-98.0]
50
38.0H (37.0-37.0]
7.50
35.2 mmHG
85 mmHG
; SIMV )
| 1000 ML
| 10 BPM
8 -CMH20
10
YES
000077
CONTINUED ON NEXT PAGE PAGE: 27
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DATE 01/08/99 01/08/99 01/08/99

TIME 1825 1330 1040

DAY FRI FRI FRI
PROCEDURE UNITS REFERENCE RANGE
PH ARTERIAL 7.50H 7.44 7.48H [7.35-7.45]
PCO2 33.5L 39.3 33.5L MMHG [35.0-45.0]
PO2 ARTERIAL 67L 68L . 80 MMHG [75-100]
HCO03 TTEEETEETTIT[TT 25,2 TVTRTET2603H Tw24.2 v MMOL/L  [22.0-26.0]
BASE EXCESS 2.2 2.1 0.8 MMOL/L [-2.4-2.3]
02 SAT 94.9L 94.3L . 96.5 % [95.0-98.0]
FIO2 .50 R 40%
PT TEMP 38.8H [37.0-37.0]
CORR PH 7.47
CORR PCO2 36.2 mmHG
CORR PO2 76 mmHG
MODE ABG SIMV SIMV
VT ABG 01 01 ML
VENT RATE 10 4 BPM
PEEP ABG 5 5 CMH20
PRESSURE SUPPOR 10 10
SPONTANEOUS RR 04 09 BPM
SPONTANEOUS VT 530 450
CPR NO -
ARTERIAL LINE YES -

/
»
000078
Legend:
L = Low, H = High
CONTINUED ON NEXT PAGE PAGE: 28
LABORATORY REPORT DISCHARGE - FINAL MEDICAL RECORDS




————

'y

DATE
TIME
DAY

PROCEDURE

PH ARTERIAL
PCO2

PO2 ARTERIAL
HCO3 ’
BASE EXCESS

02 SAT

FIO2

PT TEMP

CORR PH

CORR PCO2

CORR PO2

MODE ABG

VT ABG

VENT RATE
SPONTANEQOUS RR
SPONTANEOUS VT
CPR

ARTERIAL LINE

Legend:
L = Low, H = High

LABORATORY

e I

DY
AR R PSR 250 SRS ERR

01/08/99

REPORT

01/08/99 01/07/99
0840 0330 1830
FRI FRI THU
7.49H 7.48H 7.49H
34.3L 35.7 34.3L

74L 75 . 103H ,

25 3 e o261 T 25,4 T s

2.0 2.7H 2.1
95.9 96.0 . . 98.1H
40% Fo
38.0H
7.47
35.8

79
SIMV

01

6

570

12

NO
YES

CONTINUED ON NEXT PAGE

UNITS REFERENCE RANGE
[7.35-7.45]
MMHG [35.0-45.0]}
MMHG [75-100]
MMOL/L [22.0-26.0]
MMOL/L [-2.4-2.3]
- % [95.0-98.0]
[(37.0-37.01
mmHG
mmHG
ML
BPM
BPM
000079
PAGE: 29
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DATE
TIME
DAY

PROCEDURE

PH ARTERIAL
PCO2

PO2 ARTERIAL
HCO03 i
BASE EXCESS

02 SAT

FIO02

PT TEMP

CORR PH

CORR PCO2

CORR PO2

MODE ABG

VT ABG

VENT RATE

PEEP ABG
PRESSURE SUPPOR
CPR

ARTERIAL LINE

Legend:
L = Low, H = High

LABORATORY

T TRHSERT Y

01/07/99 01/07/99 01/07/99
1400 0800 0200
THU THU THU
UNITS REFERENCE RANGE
7.49H 7.50H 7.48H [7.35-7.45]
37.7 35.0 38.1 MMHG [35.0-45.0]
74L 88 . 90 MMHG [75-100]
e 28 J2H 26 L 6H Tl & 28 L OH &y =~ MMOL/L -{22.0-26.0]
4.5H 3.4H 4.3H MMOL/L [-2.4-2.3]
95.9 97.4 97.4 % [95.0-98.0]
4Q%- '
38.2H {37.0-37.0}
7.48
36.9 mmHG
95 mmHG
SIMV
01 ML
10 BPM
5 CMH20
10
NO
YES
! 4
\
\
0000590
CONTINUED ON NEXT PAGE PAGE: 30
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DATE

TIME

DAY

PROCEDURE

PH ARTERIAL
PCO2

PO2 ARTERIAL
HCO3
BASE EXCESS
02 SAT

PT TEMP
CORR PH
CORR PCO2
CORR PO2

DATE

TIME

DAY

PROCEDURE

PH ARTERIAL
PCO2

PO2 ARTERIAL
HCO3

BASE EXCESS
02 SaT

FIO2

PT TEMP

CORR PH

CORR PCO2
CORR PO2

MODE ABG

VT ABG

VENT RATE
PEEP ABG
PRESSURE SUPPOR
CPR

ARTERIAL LINE

Legend:
L = Low, H = High

LABORATORY

B
T AN

01/06/99

REPORT

CONTINUED ON NEXT PAGE

01/06/99 01/06/99
2150 1745 0200
WED WED WED
1 7.50H 7.46H 7.49H
| 33.6L 37.3 32.1L
92 80 61L
TT25.4 7T U 26,2H TR LT e

2.5H 2.5H 0.7
97.7 96.4 93.4L
S 38.5H

7.46

34.3

68

01/05/99  01/05/99  01/05/99
1500 1000 0215
TUE TUE TUE
7.50H 7.47H 7.47H
35.5 38.3 36.9

125H 79 70L
27.0H 27.4H 26.0
3.9H 3.6H 2.4H
98.7H 96.4 95.0
40%
38.3H
7.45
40.5
86
SIMV
1000
10
5
10
NO
YES

UNITS REFERENCE RANGE
[7.35-7.45])

MMHG [35.0-45.0]

MMHG [75-100]

MMOL/L ~[22.0-26.0]

MMOL/L [-2.4-2.3]
[95.0-98.0]
[37.0-37.01]

mmHG

mmHG

UNITS REFERENCE RANGE
[7.35-7.45]

MMHG [35.0-45.0]

MMHG [75-100]

MMOL/L [22.0-26.0]

MMOL/L [-2.4-2.3]

% [95.0-98.0]
[37.0-37.0]

mmHG

mmHG

ML

BPM

CMH20
000051
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DATE
TIME
DAY

PROCEDURE

PH ARTERIAL
PCO2

PO2 ARTERIAL
HCO03
BASE EXCESS
02 SAT

FIO2

DATE
TIME
DAY
PROCEDURE

PH ARTERIAL
PCO2

PO2 ARTERIAL
HCO3

BASE EXCESS
02 SAT

FIO2

PT TEMP

CORR PH
CORR PCO2
CORR PO2
MODE ABG

VT ABG

VENT RATE
PEEP ABG
ARTERIAL LINE

Legend:

L = Low, H = High

LABORATORY

R Gt s e

01/04/99 01/04/99 01/04/99
1920 1825 1135
MON __ MON MON
UNITS REFERENCE RANGE
7.43 7.53H 7.49H [7.35-7.45]
40.5 30.1L 35.7 MMHG [35.0-45.0]
123H 73L . 88 MMHG [75-100]
g€ .2H TR 2406 TFITTS 26 TH T T T MMOL/L [22.0-26.0]
1.8 2.6H 3.5H MMOL/L [-2.4-2.3]
98.5H 96.3 97.4 - % [95.0-98.0]
Pt NA
01/04/99
0940
__ _MON
UNITS REFERENCE RANGE
7.46H [7.35-7.45]
39.9 MMHG [35.0-45.0])
‘ 98 MMHG [75-100]
! 27.8H MMOL/L [22.0-26.8]
! 3.8H MMOL/L [-2.4-2.3]
; 97.7 % [95.0-98.0]
\ 40%
! 36.9L [37.0-37.0]
\ 7.46
| 39.7 mmHG
97 mmHG
SIMV ,
1000 ML
8 BPM
* 5 CMH20
YES
000082
CONTINUED ON NEXT PAGE PAGE: 32
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DATE 01/14/99 01/14/99
TIME 1830 1805
DAY THU THU

PROCEDURE UNITS REFERENCE RANGE
CSF ANALYSIS
CSF SOURCE CSF VENTRIC
CSF TUBE # TUBE# NA TUBE# NA
CSF COLOR BROWN* BROWN* . [NO COLOR]
CSF APPEARANCE 7~ T CLOUDY* T CLOUDY R T e T TR R TR T T T e o
CSF XANTHOCHROM 3+* 3+*
CSF WBC COUNT 281H 9 . -~ MM3 [0-5]
CSF RBC 92400H 23161H ° MM3 [0-0]
CSF NEUT % 51H oL % [2-4]
CSF LYMPHSS% 36L oL % [40-80]
CSF MONO/MACRO% 13L oL % [20-40]
CSF GLUCOSE 73H 76H MG/DL [40-70]1
CSF PROTEIN 1725H 1331H MG/DL [12-60]

DATE 01/26/99 01/25/98 01/24/99

TIME 0450 0430 0504

DAY TUE MON SUN
PROCEDURE UNITS REFERENCE RANGE
ELECTROLYTES
SODIUM 135L 135L 136L MMOL/L [137-145]
POTASSIUM 4.1 3.9 3.9 MMOL/L [3.6-5.0]
CHLORIDE 95L 94L 95L MMOL/L [98-107]
co2 | 27 28 28 MMOL/L [22-30]
ANION GAP 13 13 13 MMOL/L [8-16]
INORGANIC/ORGANIC
GLUCOSE 121H 121H 126H MG/DL [65-105]
CREATININE, SER 0.9 0.9 0.9 MG/DL [0.8-1.5]
BUN SERUM 13 14 15 MG/DL [9-20]
Legend: 000083
L = Low, H = High, |* = Abnormal

CONTINUED ON NEXT PAGE PAGE: 33
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DATE 01/26/99 01/25/99 01/24/99
TIME 0450 0430 0504
DAY TUE MON SUN
PROCEDURE UNITS REFERENCE RANGE
INORGANIC/ORGANIC
@ BILIRUBIN TOTAL 0.5 0.4 0.4 MG/DL [0.2-1.3]
ENZYMES‘*—‘T*‘: B Carr el et SR B TR TR TR T AR hobEtatadh
ALT 155H 177H 214H u/L [21-72]
AST 47 4 51 . U/L [17-59]
ALK PHOS 110 118-7 114 u/L [38-126]
GGT 276H 290H 300H u/L [15-73]
AMYLASE 80 87 100 U/L [{30-120]
LIPASE 357H 358H 442H U/L [23-300]
DATE 01/23/99 01/22/99 01/22/99
TIME 0444 1100 0550
DAY SAT FRI FRI
PROCEDURE UNITS REFERENCE RANGE
ELECTROLYTES
SODIUM 136L 133L MMOL/L [137-145]a
POTASSIUM 3.8 4.0 MMOL/L [3.6-5.0]1"
%f; CHLORIDE 94L 94L MMOL/L [98-107]
= co2 29 28 MMOL/L [22-30]
ANION GAP 13 11 MMOL/L [8-16]
OSMOLALITY 277L MOSM/K [280-300]
INORGANIC/ORGANIC ,
GLUCOSE 112H 120H MG/DL [65-105]
CREATININE, SER 0.9 0.9 MG/DL [0.8-1.5]
BUN SERUM 14 12 MG/DL [9-20]
CALCIUM 9.1 MG/DL [8.4-10.2]
PHOSPHORUS . 4.0 MG/DL [2.4-4.4]
BILIRUBIN TOTAL 0.5 0.5 MG/DL [0.2-1.3]
MAGNESIUM 1.8 MEQ/L [1.3-1.9]
Legend: 000084’
L = Low, H = High
CONTINUED ON NEXT PAGE PAGE: 34
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L

]
(

01/22/99

DATE | 01/23/99 01/22/99
TIME 0444 1100 0550
DAY SAT FRI FRI
PROCEDURE
ENZYMES
ALT 240H 259H
AST 66H 90H
ALK PHOS 111 . 99
GGT " mrermaEs pee— e 303H- e et i~ @95H oo
AMYLASE 117 104
LIPASE 420H o 463H
DATE | 01/21/99 01/20/99 01/19/99
TIME 0425 0430 1425
DAY THU WED TUE
PROCEDURE
ELECTROLYTES
SODIUM 135L 138 139
POTASSIUM 4.3 4.3 4.4
CHLORIDE 95L 95L 96L
co2 27 28 28
ANION GAP 13 15 15
INORGANIC/ORGANIC
GLUCOSE 134H 148H 135H
CREATININE, SER 0.9 0.9 0.9
BUN SERUM 14 22H
CALCIUM 9.1 9.3 9.4
PHOSPHORUS 4.2 4.1 4.6H
BILIRUBIN TOTAL 0.4 0.5
MAGNESIUM 1.7 1.8 1.7
ENZYMES
ALT 218H 206H
AST 85H 89H
ALK PHOS 98 107
GGT 301H 325H
AMYLASE 114 132H
Legend:

L = Low, H = High

LABORATORY

REPORT

CONTINUED ON NEXT PAGE

UNITS REFERENCE RANGE

U/L [21-72]

U/L [17-59]

U/L [38-126]

U/L - - - [15-73]

U/L [30-120]

_U/L [23-300]

UNITS REFERENCE RANGE

MMOL/L [137-145]

MMOL/L [3.6-5.0]

MMOL/L [98-107]

MMOL/L [22-30]

MMOL/L [8-16] -

MG/DL [65-105]

MG/DL [0.8-1.5]

MG/DL [9-201

MG/DL [8.4-10.2]

MG/DL [2.4-4.4)

MG/DL [0.2-1.3]

MEQ/L {1.3-1.9]

U/L [21-72]

U/L [17-59]

U/L [38-126]

U/L [15-731

U/L [30-120]

000085
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. CHEMISTRY =
DATE 01/21/99% 01/20/99 01/19/99
TIME 0425 0430 1425
DAY THU WED TUE
PROCEDURE y
ENZYMES
LIPASE 464H 573H
DATE 01/18/99% 01/18/99 01/17/99
TIME 1412 0435 - 1430
DAY MON MON SUN
PROCEDURE )
ELECTROLYTES
SODIUM 137 137 136L
POTASSIUM 4.1 3.9 4.3
CHLORIDE 96L 96L 96L
co2 28 28 27
ANION GAP 13 13 13
INORGANIC/ORGANIC
GLUCOSE 152H 142H 118H
CREATININE, SER 0.9 0.9 0.8
BUN SERUM 16
CALCIUM 9.1 9.1 9.2
PHOSPHORUS 4.0 3.5 3.8
BILIRUBIN TOTAL 0.6
MAGNESIUM 1.7 1.8 1.7
ENZYMES ,
ALT 105H
AST 62H
ALK PHOS 103
GGT 296H
AMYLASE 149H
LIPASE 511H
Legend:
L = Low, H = High
CONTINUED ON NEXT PAGE
LABORATORY REPORT

UNITS

U/L

UNITS

REFERENCE RANGE

[23-300]

REFERENCE RANGE

MMOL/L [137-145]
MMOL/L [3.6-5.0]
MMOL/L [98-107]
MMOL/L [22-30]
MMOL/L [8-16]
MG/DL [65-105]
MG/DL [0.8-1.5] =
MG/DL {9-20] -
MG/DL [8.4-10.2]
MG/DL [2.4-4.4]
MG/DL [0.2-1.3]
MEQ/L [1.3-1.9]
U/L [21-72]
U/L [17-59]
U/L [38-126]
U/L [8-78]
U/L {30-120]
U/L [23-300]
000086
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. CHEMISTRY - .
DATE 01/17/99 01/16/99 01/15/99
TIME 0435 0220 1123
DAY SUN SAT - FRI
PROCEDURE > UNITS REFERENCE RANGE
ELECTROLYTES
SODIUM 136L 138 138 MMOL/L [137-145]
POTASSIUM 4.1 4.2 4.5 MMOL/L [3.6-5.0]
CHLORIDE 97L 97L 97L MMOL/L [98-107]
co2 26 30 28 MMOL/L [22-30]
ANION GAP 13 11 13 MMOL/L [8-16]
INORGANIC/ORGANIC
GLUCOSE 139H 108H 120H MG/DL [65-105}
CREATININE, SER 0.8 0.9 0.9 MG/DL [0.8-1.5]
BUN SERUM 17 MG/DL [9-20]
CALCIUM 8.9 8.8 8.9 MG/DL [8.4-10.2]
PHOSPHORUS 3.1 3.7 4.4 MG/DL [2.4-4.4]
BILIRUBIN TOTAL 0.5 0.8 0.7 MG/DL [0.2-1.3]
TOTAL PROTEIN 7.0 7.2 G/DL [6.3-8.2]
ALBUMIN 3.5 3.6 G/DL [3.5-5.0]
MAGNESIUM 1.6 1.8 1.8 MEQ/L [1.3-1.9]
ENZYMES -
ALT 99H 99H 126H U/L [21-72]
AST 47 39 52 U/L {17-59]
ALK PHOS 111 93 93 U/L [38-126]
GGT 303H 256H 272H U/L [8-78]
AMYLASE 234H 129H 114 ‘U/L [30-120]
IPASE 995H 419H 354H U/L [23-300]
000087
Legend:
L = Low, H = High
CONTINUED ON NEXT PAGE PAGE: 37
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DATE
TIME
DAY

PROCEDURE

ELECTROLYTES
SODIUM
POTASSIUM
CHLORIDE

co2

ANION GAP

INORGANIC/ORGANIC
GLUCOSE
CREATININE, SER

BUN SERUM

CALCIUM

PHOSPHORUS
BILIRUBIN TOTAL
TOTAL PROTEIN
ALBUMIN

MAGNESIUM

ENZYMES
ALT

AST

ALK PHOS
GGT
AMYLASE
LIPASE

Legend:

L = Low, H = High

LABORATORY R

. CHEMISTRY =

01/14/99

01/15/99 01/13/99
0200 0240 0200
FRI THU - WED

137 138 138
4.5 4.3 4.4
96L 98 98
30 28 26
11 12 14
112H 133H 111H
0.9 0.9 0.9
19 19 17
8.9 9.1 9.2
4.1 4.1 4.1
0.5 0.5 1.2
7.0 6.8 7.9
3.6 3.7 4.3
1.8 1.8 1.7
137H 102H 67
60H 44 89H
96 95 161H
288H 286H 431H
175H 160H 132H
735H 694H 592H

CONTINUED ON NEXT PAGE
EPORT

UNITS REFERENCE RANGE
MMOL/L [137-145]
MMOL/L [3.6-5.0]
MMOL/L [98-107]
MMOL/L [22-30]
MMOL/L [8-16]
MG/DL [65-105]
MG/DL [(0.8-1.5]
MG/DL [9-20]
MG/DL [8.4-10.2]
MG/DL [2.4-4.4]
MG/DL [0.2-1.3]
G/DL [6.3-8.2]
G/DL [3.5-5.0]
MEQ/L {1.3-1.9}
U/L [21-72]
U/L [17-59]
U/L [38-126]
U/L [8-78]
‘U/L (30-120]
U/L [23-300)
000088
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DATE
TIME
DAY
PROCEDURE

ELECTROLYTES
SODIUM
POTASSIUM
CHLORIDE

co2

ANION GAP
OSMOLALITY

INORGANIC/ORGANIC
GLUCOSE
CREATININE, SER

BUN SERUM

CALCIUM

PHOSPHORUS
BILIRUBIN TOTAL
TOTAL PROTEIN
ALBUMIN

MAGNESIUM

ENZYMES
ALT

AST

ALK PHOS
GGT
AMYLASE
LIPASE

Legend:
H = High

LABORATORYR

.+ CHEMISTRY..

01/11/99

EPORT

01/12/99 01/11/99
0230 1405 0830
TUE MON - MON

137 138 138
4.7 4.8
99 99
25 26
13 13
o 285 -
119H 97
0.9 0.8
15 14
9.3 9.0
4.2 4.3
0.7
7.3
4.0
1.8 1.9
132H
79H
112
484H
115
490H

CONTINUED ON NEXT PAGE

UNITS REFERENCE RANGE
MMOL/L [137-145]
MMOL/L [3.6-5.0]
MMOL/L [98-107]
MMOL/L [22-30]
MMOL/L [8-16]
MOSM/K [280-300]
MG/DL [65-105]
MG/DL (0.8-1.5]
MG/DL {9-20]
MG/DL [8.4-10.2]
MG/DL [2.4-4.4]
MG/DL [(0.2-1.3]
G/DL [6.3-8.2]
G/DL [3.5-5.0]
MEQ/L [(1.3-1.9]
U/L (21-72]
U/L [17-59]
U/L [38-126]
‘U/L (8-78]
U/L {30-120]
U/L (23-300]
000089
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~. . CHEMISTRY ... -
DATE 01/711/99° 01/11/99 01/10/99
TIME 0140 0135 1435
DAY MON MON - SUN
PROCEDURE ’
ELECTROLYTES
SODIUM 138 140
POTASSIUM 4.3 4.5
CHLORIDE 98 102
co2 26 24
ANION GAP 14 14
INORGANIC/ORGANIC
GLUCOSE 116H 118H
CREATININE, SER 0.9 0.9
BUN SERUM 12 11
CALCIUM 9.3 9.6
PHOSPHORUS 3.9 3.9
BILIRUBIN TOTAL 0.9
TOTAL PROTEIN 7.3
ALBUMIN 4.1
MAGNESIUM 1.7 1.8
ENZYMES
ALT 122H
AST 92H
ALK PHCS 115
GGT 420H
AMYLASE 129H
LIPASE 472H
Legend:
H = High
CONTINUED ON NEXT PAGE
LABORATORY REPORT

UNITS REFERENCE RANGE
MMOL/L [137-145]
MMOL/L [3.6-5.0]
MMOL/L [98-107]
MMOL/L [22-30]
MMOL/L [8-16]
MG/DL {65-105]
MG/DL [0.8-1.5]
MG/DL [9-20]
MG/DL [8.4-10.2]
MG/DL [2.4-4.4]
MG/DL [06.2-1.31
G/DL [6.3-8.2]
G/DL [3.5-5.0]
MEQ/L [1.3-1.9]
U/L [21-72]
U/L [17-59]
U/L [38-126]
Uu/L [8-78]
‘U/L [(30-120]
U/L [23-300]
000050
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DATE
TIME
DAY
PROCEDURE

ELECTROLYTES
SODIUM
POTASSIUM
CHLORIDE

co2

ANION GAP
OSMOLALITY

INORGANIC/ORGANIC
GLUCOSE
CREATININE, SER

BUN SERUM

CALCIUM

PHOSPHORUS
BILIRUBIN TOTAL
TOTAL PROTEIN
ALBUMIN

MAGNESIUM

ENZYMES
ALT

AST

ALK PHOS
GGT
AMYLASE
LIPASE

Legend:
L = Low, H = High

LABORATORY R

. CHEMISTRY. .

01/09/99

01/10/99 01/09/99
0230 2215 1430
SUN SAT - SAT
: UNITS REFERENCE RANGE
139 138 138 MMOL/L [137-145]
3.9 3.5L MMOL/L [3.6-5.0]
104 102 MMOL/L  {98-107]
25 26 MMOL/L  [22-30]
10 10 MMOL/L  [8-16]
286 286 284 . MOSM/K [280-300]
102 99 MG/DL  [65-105]
0.9 0.9 MG/DL  [0.8-1.5]
11 10 MG/DL  [9-20]
8.5 8.4 MG/DL  [8.4-10.2]
3.6 2.9 MG/DL  [2.4-4.4]
0.7 MG/DL  [0.2-1.3]
6.1L G/DL (6.3-8.2]
3.2L G/DL [3.5-5.0]
1.9 1.7 MEQ/L  [1.3-1.9]
67 U/L [21-72]
53 U/L [17-59]
75 U/L [38-126]
224H ‘U/L (8-78]
110 U/L [30-120]
421H ) U/L [23-300]
000021
CONTINUED ON NEXT PAGE PAGE: 41
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3

- CHEMISTRY
DATE 01/09/99 01/08/99 01/09/99
TIME 0815 0230 0200
DAY SAT SAT - SAT
PROCEDURE ’
ELECTROLYTES
SODIUM 138 139
POTASSIUM 3.6
CHLORIDE 105
Cco2 24
ANION GAP 10
OSMOLALITY 283 287
INORGANIC/ORGANIC
GLUCOSE 122H
CREATININE, SER 0.9
BUN SERUM 12
CALCIUM 8.0L
PHOSPHORUS 3.5
BILIRUBIN TOTAL 0.7
TOTAL PROTEIN 5.9L
ALBUMIN 3.2L
MAGNESIUM 1.6
ENZYMES
ALT 50
AST 38
ALK PHOS 63
GGT 191H
AMYLASE 70
LIPASE , 286
Legend:
L = Low, H = High
CONTINUED ON NEXT PAGE
LABORATORY REPORT

UNITS REFERENCE RANGE
MMOL/L [137-145])
MMOL/L [3.6-5.0]
MMOL/L [98-107])

MMOL/L  [22-301]_

MMOL/L [8-16]

MOSM/X  [280-300]

MG/DL  [65-105]

MG/DL  [0.8-1.5]

MG/DL  [9-20]

MG/DL (8.4-10.2]
MG/DL [2.4-4.4]

MG/DL [0.2-1.3]
G/DL [6.3-8.2]
G/DL [3.5-5.0]
MEQ/L [1.3-1.9]
U/L [21-72]
U/L [17-59]}
U/L [38-126]
‘U/L [8-78]
U/L [30-120}]
U/L [23-300]
000092
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DATE
TIME
DAY
PROCEDURE

ELECTROLYTES
SODIUM
POTASSIUM
CHLORIDE

co2

ANION GAP
OSMOLALITY

INORGANIC/ORGANIC
GLUCOSE
CREATININE, SER

BUN SERUM

CALCIUM

PHOSPHORUS
MAGNESIUM

DATE
TIME
DAY
PROCEDURE

ELECTROLYTES
SODIUM
POTASSIUM
CHLORIDE

co2

ANION GAP
OSMOLALITY

INORGANIC/ORGANIC
LUCOSE
CREATININE, SER

BUN SERUM

CALCIUM

PHOSPHORUS

Legend:
L = Low, H = High

LABORATORY R

- CHEMISTRY. -+
01/08/99 01/08/99  01/08/99
2030 1330 0840
FRI FRI - FRI
141 143 146H
3.7
109H
27
7L
286 295 295
119H
0.9
15
8.1L
3.2
1.7
01/08/99  01/07/99  01/07/99
0330 1940 1800
FRI THU THU
144 144
4.0 3.9 3.7
110H
25 ,
9
299 298
119H
1.0
14
8.7
2.8
CONTINUED ON NEXT PAGE
EPORT

UNITS REFERENCE RANGE
MMOL/L  [137-145]
MMOL/L [3.6-5.0]
MMOL/L [98-107]
MMOL/L ([22-30]
MMOL/L [8-16]
MOSM/K [280-300]
MG/DL  [65-105]
MG/DL {0.8-1.5]
MG/DL  [9-20]
MG/DL  [8.4-10.2]
MG/DL  [2.4-4.4]
MEQ/L  [1.3-1.9]
UNITS REFERENCE RANGE
MMOL/L [137-145]
‘MMOL/L [3.6-5.0]
MMOL/L [98-107]
MMOL/L [22-30]
MMOL/L [8-16]
MOSM/K [280-300]
MG/DL  [65-105]
MG/DL  [0.8-1.5]
MG/DL  [9-20]
MG/DL  [8.4-10.2]
MG/DL  [2.4-4.4]
000093
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DATE
TIME
DAY
PROCEDURE
INORGANIC/ORGANIC

BILIRUBIN TOTAL
TOTAL PROTEIN
ALBUMIN
MAGNESIUM

ENZYMES
ALT

AST

ALK PHOS
GGT
AMYLASE
LIPASE

DATE
TIME
DAY
PROCEDURE

ELECTROLYTES
SODIUM
POTASSIUM
CHLORIDE

co2

ANION GAP
OSMOLALITY

INORGANIC/ORGANIC
GLUCOSE
CREATININE, SER

BUN SERUM

CALCIUM

PHOSPHORUS

URIC ACID

MAGNESIUM

Legend:

L = Low, H = High

LABORATORY REPORT

©...# CHEMISTRY: ..
01/08/99 01/07/99 01/07/99

0330 1940 1800
FRI THU - THU

0.9

6.1L

3.3L

1.8

41

30

51

93H

47

199

01/07/99 01/07/99 01/07/99

1400 0800 0300
THU THU THU

145 146H

3.4L 3.5L

111H 114H

27 25

7L 7L

300 302H

138H 123H

0.9 0.9

13

7.9L 7.3L

2.0L 5.3H

2.5L 2.5L

1.7 1.6

CONTINUED ON NEXT PAGE

UNITS REFERENCE RANGE

MG/DL (0.2-1.3]

G/DL [(6.3-8.2]

G/DL {3.5-5.0]

MEQ/L [1.3-1.9]

U/L (21-72]

U/L [{17-59]

Uu/L [38-126]

U/L [8-78]

U/L [30-120]

U/L [23-300]

UNITS REFERENCE RANGE

MMOL/L [137-145]

MMOL/L [3.6-5.0]

MMOL/L [98-107]

‘MMOL/L [22-30]

MMOL/L [8-16]

MOSM/K [280-300]

MG/DL [65-105]

MG/DL (0.8-1.5]

MG/DL [9-20]

MG/DL [8.4-10.2]

MG/DL [2.4-4.4]

MG/DL [3.5-8.5]

MEQ/L (1.3-1.9]

000094
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_CHEMISTRY = - . - = :

DATE 01/07/99 01/07/9% 01/07/99
TIME 1400 0800 0300
DAY THU THU - THU
PROCEDURE k UNITS REFERENCE RANGE

CARDIAC MARKER

-- Current)

TROPONIN I 0.11 NG/ML  [0.00-0.60]
(07/22/97

Healthy individuals have undetectable
Troponin. | Typical AMI patients commonly
have values greater than 10 NG/ML. Lesser
ischemic insults extend to the lower level
of detectability (0.4 NG/ML3--irf a continuous
spectrum. | Follow serially, comparable to
CKMB. Call for additional information.

LDH isoenzyme testing has been discontinued
as part of| the cardiac profile. The
troponin I| assay has been substituted. It
is consistently more sensitive and more
specific, available immediately and cost
effective.| If you have further questions
or would like additional data, please call

"

000035
CONTINUED ON NEXT PAGE PAGE: 45
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DATE
TIME
DAY

PROCEDURE

ELECTROLYTES
SODIUM
POTASSIUM
CHLORIDE

co2

ANION GAP
OSMOLALITY

INORGANIC/ORGANIC
GLUCOSE
CREATININE, SER
CALCIUM

PHOSPHORUS
BILIRUBIN TOTAL
URIC ACID

TOTAL PROTEIN
ALBUMIN

MAGNESIUM

ENZYMES
ALT

AST

ALK PHOS
GGT

AMYLASE
LIPASE
CK-MB

CK-MB INDEX

CARDIAC MARKER

TROPONIN I
Legend:
L = Low, H = High, *

LABORATORY R

. CHEMISTRY.* -~

01/06/99

01/07/99% 01/06/59%
0200 2150 1745
THU WED - WED

146H 144 144
3.9 4.2 3.2L
111H 111H 110H
27 26 28
8 7L 6L
303H 303H
143H 128H 105
1.0 1.1 1.0
8.1L 8.0L 8.2L
2.5 2.3L 2.6
1.2 2.5H
3.0L 3.2L 3.1L
5.1L 4.5L
2.7L 2.5L
1.7 1.7 1.8
41 36
28 26
40 31L
34 30
<30~
75 ,
2.5 2.5
NOCALC™* NOCALC™*
0.23
= Abnormal
CONTINUED ON NEXT PAGE
EPORT

UNITS REFERENCE RANGE
MMOL/L [137-145]
MMOL/L [3.6-5.0]
MMOL/L [98-107]

MMOL/L ([22-30]

MMOL/L [8-16]

. MOSM/K [280-300]
MG/DL [65-105]
MG/DL [{0.8-1.5]
MG/DL [(8.4-10.2]
MG/DL [2.4-4.4]
MG/DL [0.2-1.3}
MG/DL [3.5-8.5]
G/DL [6.3-8.2)
G/DL [3.5-5.0]
MEQ/L [1.3-1.9]
UJ/L [21-72])
U/L [17-59]
U/L [38-126]
‘U/L {8-78]

U/L [30-120]
U/L [{23-300]
NG/ML [0.0-3.0]
[0-3]
NG/ML {0.00-0.60]
000096
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DATE 01/06/99 01/06/99 01/05/9%

TIME 0410 0200 1900

DAY WED WED * TUE
PROCEDURE ’
ELECTROLYTES
SODIUM 144 145
POTASSIUM 3.2L 3.6
CHLORIDE 109H
co2 25
OSMOLALITY 295 294
INORGANIC/ORGANIC
GLUCOSE 139H
CREATININE, SER 1.0
BUN SERUM 12
CALCIUM 8.3L
PHOSPHORUS 2.9
MAGNESIUM 1.9

DATE 01/05/99 01/05/99 01/05/99

TIME 1425 1000 0215

DAY TUE TUE TUE
PROCEDURE
ELECTROLYTES
SODIUM 144 140
POTASSIUM 3.2L 3.8
CHLORIDE 103
co2 27
ANICON GAP , 10
OSMOLALITY 294 292
INORGANIC/ORGANIC
GLUCOSE 115H 121H
CREATININE, SER 1.1 1.0
BUN SERUM 13
CALCIUM 8.0L 9.2
PHOSPHORUS 3.4 2.7
MAGNESIUM 2.0H 1.8
Legend:
L = Low, H = High
CONTINUED ON NEXT PAGE
LABORATORY REPORT

" CHEMISTRY 7=+~

UNITS REFERENCE RANGE
MMOL/L [137-145])
MMOL/L [3.6-5.0]
MMOL/L [98-107]
MMOL/L {22-30]
MOSM/K [280-300]
MG/DL [65-105]
MG/DL [0.8-1.5]
MG/DL [9-20]
MG/DL [8.4-10.2}
MG/DL (2.4-4.4]
MEQ/L [(1.3-1.9]
UNITS REFERENCE~RANGE
MMOL/L [137-145]
MMOL/L [3.6-5.0]
‘MMOL/L  [98-107]
MMOL/L [22-30]
MMOL/L [8-16]
MOSM/K [280-300]
MG/DL [65-105]
MG/DL [0.8-1.5]
MG/DL [9-20]
MG/DL (8.4-10.2]
MG/DL [2.4-4.4]
MEQ/L [1.3-1.9]
000097
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. & CHEMISTRY:

DATE 01/04/99 01/04/99 01/04/99
TIME 2320 1920 1715
DAY MON MON - MON

PROCEDURE »
ELECTROLYTES
SODIUM 143 142
POTASSIUM 3.6
OSMOLALITY 295 292
MISCELLANEOUS GENERAL CHEM .
HOMOCYSTEINE, P 10-

NORMAL RANGE APPLIES

(10/29/98 -- Current)
TO FASTING SPECIMENS ONLY.

DATE 01/04/99 01/04/99 01/03/99
TIME 0820 0240 2015
DAY MON MON SUN
PROCEDURE
ELECTROLYTES
SODIUM 142 140
POTASSIUM 3.2L 3.5L
CHLORIDE 106 99
co2 27 30
ANION GAP 9 11
OSMOLALITY 294 294 291
INORGANIC/ORGANIC
GLUCOSE 107H 112H
CREATININE, SER 1.0 1.0
BUN SERUM 15 17
CALCIUM 7.5L 9.2
PHOSPHORUS 4.4 3.0
MAGNESIUM 2.1H 1.7
Legend:
L = Low, H = High
CONTINUED ON NEXT PAGE
LABORATORY REPORT

UNITS REFERENCE RANGE
MMOL/L [137-145]
MMOL/L [3.6-5.0]
MOSM/K [280-300]
MMOL/L [0-13)
UNITS REFERENCE RANGE
MMOL/L ([137-145]
MMOL/L [3.6~5.0]=
MMOL/L [98-107]
MMOL/L [22-30]
MMOL/L {8-16]
MOSM/K [280-300]
MG/DL [65-105]
MG/DL [0.8-1.5]
MG/DL [9-20]
MG/DL [8.4-10.2]
MG/DL [2.4-4.4]
MEQ/L [1.3-1.9]

000098
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DATE
TIME
DAY
PROCEDURE
ELECTROLYTES
OSMOLALITY
INORGANIC/ORGANIC
CREATININE, SER
BUN SERUM
DATE
TIME
DAY
PROCEDURE
ELECTROLYTES
SODIUM
POTASSIUM
CHLORIDE
co2
ANION GAP
OSMOLALITY

.- CHEMISTRY

01/03/99

01/03/99 01/03/99
1640 1215 0735
SUN SUN_- SUN

294 289 293
1.1
.. 15

01/03/99  01/03/99  01/03/99
0345 0040 0011
SUN SUN SUN

139
4.0
100
29
10
292 291 293

LABORATORY REPORT

CONTINUED ON NEXT PAGE

UNITS REFERENCE RANGE
MOSM/K  [280-300]
MG/DL  [0.8-1.5]

- MG/DL  [9-20]
UNITS REFERENCE RANGE
MMOL/L  [137-145]
MMOL/L [3.6-5.0]
MMOL/L [98-107]
MMOL/L [22-30]
MMOL/L [8-16] =
MOSM/K [280-300]

000099
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DATE
TIME
DAY

PROCEDURE

ELECTROLYTES
SODIUM
POTASSIUM
CHLORIDE

co2

ANION GAP
OSMOLALITY

INORGANIC/ORGANIC
MAGNESIUM

DATE
TIME
DAY
PROCEDURE

ELECTROLYTES
SODIUM
POTASSIUM
CHLORIDE

co2

ANION GAP
OSMOLALITY

INORGANIC/ORGANIC
GLUCOSE
CREATININE, SER

BUN SERUM

CALCIUM

PHOSPHORUS
MAGNESIUM

Legend:
H = High

LABORATORY R

-~ CHEMISTRY

01/02/99

01/02/99 01/02/99
1945 1530 1205
SAT SAT - SAT

141
4.0
101
30
10
293 292 291
1.6

01/02/99  01/02/99 01/01/99
0845 0355 2201
SAT SAT FRI

139 140
3.9 3.8
101 102
29 30
9 8
292 294 288
115H
1.2 1.1
9 9
9.1 8.9
5.6H 4.3
1.5 1.5
CONTINUED ON NEXT PAGE
EPORT

UNITS REFERENCE RANGE
MMOL/L  [137-145]
MMOL/L  [3.6-5.0]
MMOL/L  [98-107]
MMOL/L  [22-30]
MMOL/L  [8-16]
MOSM/K  [280-300]
MEQ/L  [1.3-1.9]
UNITS REFERENCE RANGE
MMOL/L  [137-145]
MMOL/L  [3.6-5.0]
MMOL/L  [98-107]
MMOL/L  [22-30]
MMOL/L  [8-16]
MOSM/K [280-300]
MG/DL  [65-105]
MG/DL  [0.8-1.5]
MG/DL  [9-20]
MG/DL  (8.4-10.2]
MG/DL  [2.4-4.4]
MEQ/L  [1.3-1.9]
0004100
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DATE
TIME
DAY
PROCEDURE

ELECTROLYTES
SODIUM
POTASSIUM
CHLORIDE

co2

ANION GAP

INORGANIC/ORGANIC
GLUCOSE
CREATININE, SER

BUN SERUM

CALCIUM

PHOSPHORUS
MAGNESIUM

CARDIAC MARKER
TROPONIN I

LIPOPROTEINS
CHOLESTEROL
TRIGLYCERIDES
HDL CHOLESTEROL

Legend:

L = Low, H = High

LABORATORYR

- CHEMISTRY - .

12/31/98

01/01/99 12/31/98
1050 1140 0254
FRI THU - THU

141
3.7
103
29
9
114H
1.1
7L
8.8
4.2
1.6
0.05
135
83
61
CONTINUED ON NEXT PAGE
EPORT

UNITS REFERENCE RANGE
MMOL/L  [137-145]
MMOL/L [3.6-5.0]
MMOL/L  (98-107]
MMOL/L  [22-30]
MMOL/L  [8-16]
MG/DL  [65-105]
MG/DL  (0.8-1.5]
MG/DL  [9-20]
MG/DL  [8.4-10.2]
MG/DL  [2.4-4.4]
MEQ/L  [1.3-1.9]
NG/ML  [0.00-0.60]
MG/DL  [120-199]
MG/DL  [50-199]
MG/DL  (35-80]
000101
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G/
ge 0

. CHEMISTRY . -

12/30/98

DATE |12/31/98 12/30/98
TIME 0200 1825 1800
DAY THU WED - WED

PROCEDURE ’

ELECTROLYTES

SODIUM 141

POTASSIUM 3.6

CHLORIDE 105

co2 25

ANION GAP 11

INORGANIC/ORGANIC

GLUCOSE 119H

CREATININE, SER 1.0

BUN SERUM 13

CALCIUM 8.6

PHOSPHORUS 2.1L

BILIRUBIN TOTAL 1.7H

TOTAL PROTEIN 7.1

ALBUMIN 4.2

MAGNESIUM 1.6

ENZYMES

ALT 42

AST 31

ALK PHOS 51

GGT 23

CARDIAC MARKER ,

TROPONIN I FOOTNOTE* £ 0.08

12/31/98 0200

Legend:

L = Low, H = High, ¥

LABORATORY R

LESS THAN 0.03 NG/ML
BELOW LINEARITY OF THE INSTRUMENT.

£ = Footnote
CONTINUED ON NEXT PAGE

= Abnormal,

EPORT

UNITS REFERENCE RANGE
MMOL/L [137-145]
MMOL/L ({3.6-5.0]
MMOL/L [98-107]
MMOL/L [22-30]
MMOL/L [8-16]
MG/DL [65-105]
MG/DL [0.8-1.5]
MG/DL [9-20]
MG/DL [8.4-10.2]
MG/DL [2.4-4.4])
MG/DL {0.2-1.3]
G/DL [6.3-8.2]
G/DL [3.5-5.0]
MEQ/L (1.3-1.9]
U/L [21-72]
U/L [17-59]
U/L [38-126]
U/L (8-78]
NG/ML [0.00-0.60]

000102
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-~ 'THERAPEUTIC DRUGS

01/22/99

DATE | 01/25/99 01/21/99
TIME 0430 0550 0425
DAY MON FRI . THU
PROCEDURE >
ANTICONVULSANTS
PHENYTOIN 11.8 9.3L 9.1L
(05/19/97 - Current)
THERAPEUTIC| RANGE: 10-20 UG/ML
TOXIC: GREATER THAN 25 UG/ML
DATE | 01/20/99 01/19/99 01/18/99
TIME 0430 1428”7 1412
DAY WED TUE MON
PROCEDURE
ANTICONVULSANTS
PHENYTOIN 12.8 13.4 13.2
DATE | 01/18/99 01/17/99 01/17/99
TIME 0435 1430 0435
DAY MON SUN SUN
PROCEDURE
ANTICONVULSANTS
PHENYTOIN 12.9 12.2 10.3
Legend:
L = Low
CONTINUED ON NEXT PAGE
LABORATORY REPORT

UNITS REFERENCE RANGE
UG/ML
UNITS REFERENCE RANGE
UG/ML
UNITS REFERENCE RANGE
UG/ML

PAGE: 53
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DATE
TIME
DAY
PROCEDURE
ANTICONVULSANTS
PHENYTOIN
DATE
TIME
DAY
PROCEDURE
ANTICONVULSANTS
PHENYTOIN

01/13/99 0200

DATE
TIME
DAY
PRCCEDURE
ANTICONVULSANTS
PHENYTOIN
Legend:

 THERAPEUTIC DRUGS -

CRITICAL RESULTS CALLED TO:
RESULTS REPEATED AND VERIFI

01/16/99  01/15/99  01/14/99
0220 0200 0240
SAT FRI THU
, UNITS
9.7L 8.2L 5.4L UG/ML
01/13/99  01/12/99  01/11/99
0200 0230 . 1405
WED TUE MON
_ UNITS
29.5Cf 11.9 13.3 UG/ML

REFERENCE RANGE

REFERENCE RANGE

_IN ICU AT 01/13/99 04:02 BY-

L = Low, C = Critical, £ = Footnote

LABORATORY REPORT

01/11/99 01/10/899 01/10/99
0140 1435 0230
MON SUN SUN
UNITS REFERENCE RANGE
17.4 14.2 .0 UG/ML
CONTINUED ON NEXT PAGE PAGE: 54
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UNITS REFERENCE RANGE
UG/ML
_UNITS REFERENCE RANGE
UG/ML
UG/ML
000195
PAGE: 55

.. THERAPEUTIC DRUGS - - - """
DATE 01/09/99 01/09/99 01/08/99
TIME 1430 0200 1330
DAY SAT SAT FRI
PROCEDURE S
ANTICONVULSANTS
PHENYTOIN 14.0 17 .4 19.8
DATE 01/08/99 01/07/99 01/07/99
TIME 0330 1400 - 0910
DAY FRI THU THU.
PROCEDURE . ;
ANTIBIOTICS
VANCO PEAK 12.0L
(03/24/94 -- Current)
THERAPEUTIC RANGE: 30-40 UG/ML
TOXIC: GREATER THAN 80 UG/ML
ANTICONVULSANTS
PHENYTOIN 19.6 21.9H
Legend:
L = Low, H = High
CONTINUED ON NEXT PAGE
LABORATORY REPORT
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'THERAPEUTIC DRUGS -~

01/07/99 01/07/99 01/07/99

DATE
TIME 0600 0530 0200
DAY THU THU THU
PROCEDURE N UNITS REFERENCE RANGE
ANTIBIOTICS
o~ VANCO TROUGH 3.1L UG/ML
53 (03/24/94 -- Current)
THERAPEUTIC RANGE: 5-10 UG/ML
TOXIC: GREATER THAN 80 UG/ML

ANTICONVULSANTS i
PHENYTOIN 19.4 UG/ML
FREE PHENYTOIN 2.4H UG/ML [1.0-2.0]

DATE 01/06/99 01/05/99 01/05/99

TIME 0200 1900 1000

DAY WED TUE TUE
PROCEDURE UNITS REFERENCE RANGE
ANTICONVULSANTS
PHENYTOIN 18.3 20.4H 10.6 UG/ML -
000106
Legend:
L = Low, H = High
CONTINUED ON NEXT PAGE PAGE: 56

LABORATORY R

EPORT DISCHARGE - FINAL MEDICAL RECORDS



iy

DATE
TIME
DAY
PROCEDURE
ANTIBIOTICS
GENTAMICIN
ANTICONVULSANTS
PHENYTOIN
DATE
TIME
DAY
PRCCEDURE
ANTICONVULSANTS
PHENYTOIN
DATE
TIME
DAY
PROCEDURE
AMPHETAMINES
12/30/98 1825
BARBITURATES
BENZODIAZEPINES
COCAINE
OPIATES
PHENCYCLIDINE
TETRAHYDROCANNA
Legend:
f = Footnote

LABORATORY R

R THERAPEUTIC DRUGS - 2
01/05/99 01/04/99 01/04/99
0215 2338 1920
TUE MON _ MON
. UNITS REFERENCE RANGE
0.3 UG/ML
12.9 11.6 UG/ML
01/04/99 ST B
0820
MON
UNITS REFERENCE RANGE
12.4 UG/ML
12/30/98
1825
___WED
_UNITS REFERENCE RANGE
NEGATIVEE [NEGATIVE]

TEST PERFORMED AT —
NEGATIVE NEGATIVE]
NEGATIVE [NEGATIVE]
NEGATIVE [NEGATIVE]
NEGATIVE [NEGATIVE]
NEGATIVE [(NEGATIVE]
NEGATIVE [NEGATIVE]

000107/
CONTINUED ON NEXT PAGE PAGE: 57
EPORT DISCHARGE - FINAL MEDICAL RECORDS




IMMUNOLOGY -
DATE 01/06/99 01/04/99
TIME 1745 1920
DAY WED MON
PROCEDURE R UNITS REFERENCE RANGE
TOTAL IGA 137.0¢f MG/DL {60.0-400.0]
01/06/99 1745 [I[GA-BLOOD 137.0 MG/DL REFERENCE RANGE: 68-378
{:> TEST PERFORMED AT
X CARDIOLIPIN IGG 4.8¢f GPL [.0-23.0]
01/04/99 1920 COMMENT: NORMAL
CARDIOLIPIN IGM 2.1F MPL [0.0-9.0]
01/04/99 1920 COMMENT: NORMAL
CARDIOLIPIN IGA 5.8 - APL [0.0-22.0]
01/04/99 1920 COMMENT: NORMAL . '
INFECTIOUS DISEASE SEROLOGY
DATE 12/30/98
TIME 1825
DAY WED -
PROCEDURE UNITS REFERENCE RANGE
=" RPR NON REAC [NON REAC]
(06/24/97 -- Current)
MHA-TP NONREAC [NONREAC]
Legend:
f = Footnote
CONTINUED ON NEXT PAGE PAGE: 58
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DATE ' 01/04/99

TIME & 1920
DAY | MON
PROCEDURE : UNITS REFERENCE RANGE
MISC TEST FOOTNOTE* £

01/04/99 1920 . '
PROTHROMBIN G20210A MUTATION ANALYSIS

RESULTS: HOMOZYGOUS NORMAL (WT/WT) REFERENCE RANGE: HOMOZYGOUS NORMAL
A7 INTERPRETATION:
- MOLECULAR ANALYSIS FOR THE PROTHROMBIN G20210A MUTATION WAS NEGATIVE.

FINAL DIAGNOSIS REQUIRES CORRELATION WITH CLINICAL HISTORY AND PRO-
THROMBIN LEVELS. .
TEST PERFORMED AT

ORDERED PROCEDURES THAT ARE PENDING

01/04/99 19486 FACTOR V LEIDEN MUTATION RECVD
= . CANCELLED ORDERS
PT DISCHAR f GLUCOSE 01/16/99 1207
Legend:
* = Abnormal, f = Footnote
CONTINUED ON NEXT PAGE PAGE: 60
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1 .
Patient Name: Molecular Lab #: _

Institution: Date Drawn: Jan 4, 1999
Req. Physician: Date Rec’d: Jan 5, 1999
Hospital #: Date Final: Jan 8,-1999
Ref. Spec ID: Date Prelim: _
Specimen: EDTA Whole Blood Date Ammended:

Clin Dx:1:
Clin Dx:2: | ;
ﬁ - M
FINAL REPORT Prothrombin G20210A Mutation Analysis*

RESULTS: Reference Range:
3 Homozygous normal (WI/WT) Homozygous Normal
:‘{_. |

Molecular analysis for the Prothrombin G20210A mutation was negative. Final diagnosis requires
correlation with clinical history and prothrombin lgvpls, _

In addition to the factor V mutation , ~18% of those with recurrent, familial venous thrombosis have recently
been shown to carry another very common mutation, a heterozygous G-->A substitution at nucleotide 20210
of the prothrombin gene. This G20210A mutation is also quite common in the

normal population (affecting ~2% of healthy controls), and among these carriers, there is a significant
three-fold increased risk of venous thrombosis.

B

-

("1} This assay is for research purposes only and should not be used as the sole criteria for clinical decision making.
L These resilts must be interpreted along with the clinical history and other pertinent laboratory data for this patient.

ASR DISCLAIMER: Analyte specific Reagents (ASRs) such as nucleic acid sequences are used in many laboratory to provide optimal medical care and
generally do not require FDA approval. This test was developed and its performance characteristics determined by th
_ It has not been cleared or approved by the U.S. Food and Drug Administration.

000119

Consultants:




Patient Name:

woiecuar oo+ [

Institution: Date Drawn: Jan 4, 1999
Req. Physician: Date Rec'd: Jan 5, 1999
Hospital #: Date Final: Jan 8,-1999
Ref. Spec ID: j Date Prelim: .
Specimen: EDTA Whole Blood Date Ammended:

Clin Dx:1: :
Clin Dx:2: ‘
A

. A _
FINAL REPORT ~ Factor V Leiden Mutation Analysis*
RESULTS: Reference Range:
S Homozygous normal (WT/WT) Homozygous Normal
de '
Molecular analysis for the Factor V Leiden mutation was negative. Final diagnosis requires correlation with
clinical history and activated Protein C Sensitivity ratio assay. -
000114
f% This assaiy is for research purposes only and should not be used as the sole criteria for clinical decision making. -
Nr o These results must be interpreted along with the clinical history and other pertinent laboratory data for this patient.

PRINCIPLE OF ASSAY: A recent newly recognized defect in the coagulation pathway has been shown to be responsible for a hypercoagulable state and is
thought to be the most common risk factdr in venous thrombosis. The defect is at the site of the Factor V molecule normally cleaved by activated Protein C. Two
assays are available for assessing the presence of this mutation. The Activated Protein C (APC) sensitivity assay is a screening assay which measures the functional
resistance of Factor V to APC cleavage. A confirmatory assay is now available which analyzes directly for the genetic defect. The mutation, known as the Factor
V Leiden Mutation, involves a base pai ichange at the DNA level which causes an amino acid change affectng the cleavage site of the protein. The defective
factor V protein is resistant to inactivation by protein C. This is believed to result in the physiological complications noted in these patients.

The molecular assay uses the polymerase chain reaction to amplify genomic DNA surrounding the mutation. The amplified product is then cut with a
restricuon enzyme (Mnl I). When present, the mutation destroys an Mnl 1 site generating a longer fragment than the normal gene. This size difference is evaluated
following polyacrylamide gel electrophoresis and ethidium bromide staining of the amplified DNA. The results obtained identify homozygote normal individuals,
heterozygote carriers and homozygote carriers of the defect.

: Homozygotes {or the mutation, that is, individuals carrying copies of the mutation on both chromosomes, have been shown to have low
acuvated protein C sensitvity ratios. These individuals are clearly at increased risk for a significant thrombotic event during their lifetime. Individuals carrying a
single copy of the genetic defect,-or heterozygotes, may also be predisposed to a significant thrombotic event when coupled to additional risk factors. For example,
pregnant women or women on oral contfaceptives who carry this defect have been shown to have up to a 30-fold higher risk for development of deep vein
thromboses. 1

_ASSAY LIMITATIONS: The mutatiop is present in approximately 5% of individuals of Northern European descent. With a population incidence this high, it has
been shown that some individuals with Brotein C and Protein S defects are in fact compound heterozygotes that also carry the factor V Leiden mutation. The
incidence of the mutation is <1% in Afr}can-American or Native North-American/Hispanic individuals.

ASR DISCLAIMER: Analyte specific' Reagents (ASRs) such as nucleic acid sequences are used in many laboratory to provide opti medical care and
enerally do not require FDA approval. Thus test was developed and its performance characteristics determined by th

_14 has not been cleared or approved by the U.S. Food and Drug Administration.

Consultants: ‘ Date: %? / 7 97




Fatient Name:
Institution: Jan 4, 1999
Req Physician: Date Rec'e: Jan 5, 1999
Hospital # Date Fral: Jan 8, 1999
Ret. Spac ID: 1 Date Prelim: ’
Specimen: EDTA Whole Blood Dats Ammendied: ]
Clin Dx:1:
Clin Dx:2:
FINAL REPORT actor V Leide tati alysis*
Homozygous normal (WT/WT) Homozygous Normal

DYERPRETATION:
Molecular anal

N

ﬁmwxuwbehcm
<~ assayt ace available for

common nsk

ysis for :het Factor V Leiden mutation was negative. Final diagnosis requires correlation with
clinical history and activated Protein C Sensitivity ratio assay.

This assay is for rescarch purposes only and should not be used as the sole critena for clinical dacision making.
Thess resylts must be intatpreted along with the chnical history and other pertinent labocatary dara for this peticat. -
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Patient Name:

insSution: Date Drawn: Jan 4, 1999
Roq. Physician: Dste Rec'd: Jan 5, 1999
Hoopital #: Date Rinal: Jan §, 1999
Ret. Spec ID; ‘ Date Prelim: )
Specimen: EDTA Whole Blood Date Ammended:

Chn Dx:2: .
FINAL REPORT. Prothrombin G20210A Mutation Analysis*

RESULTS: Reference Range:
Homozygous normal (WT/WT) Homozygous Normal

X | INIERPRETATION:
@ Molecular analysis for the Prothrombin G20210A mutation was negative. Final diagnosis requires
correlation with clinical hiswry and prothrombin levels.

In addition to the factor V mutation , ~18% of those with recurrent, familial vénous thrombosis have recently
been shown 10 carry another very common mutation, a heterozygous G—>A substination at nucleotide 20210
of the prothrombin gene. This G20210A mutalion is also quite common in the

normal population (affecting ~2% of healthy controis), and among these carriers, there is a significant
9 three-fold increased risk of venous thrombosis.

: This assay is for rescarch porposcs ondy and should not be used as the sole cxiteria for dlinical decision makin, g
Mwmuwwmmmmwmmmmmmmmwm -
RN,
£72\ ASR DISCLAIMER: MWMV;LCM cots (ASRs) such as sucleic acid scquences are used in many laborsory oy & j i i

~ " pencrally do not require This test was developed and its performance characteristics detsrmined
- hbsnabadmdawdbyﬁ:us.?wdadwmg
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g & &z g

&

NO

CAN’'T PREP

RN

CAN'T PREP

RN

RN

CATH TIP CULT
SOURCE: CATH_TIP

NO

CANCELLED ORDERS

REQUEST
REQUEST
REQUEST
REQUEST
REQUEST

SPEC

REQUEST

REQUEST

REQUEST

CALCIUM
- MAGNESIUM
PHOSPHORUS
INR GROUP
DARTTAL THROMBOPLASTIN TIME
UREA NITROGEN BLOCD
TROPONIN-I
LDL (DIRECT)
TROPONIN-I
HEMOGRAM + PLATELET

ARTERIAL BLOOD GASES

BLOOD CULTURES -

RT IJ TEP

GROWTH

LABORATORY REPORT

RECEIVED:

01/01/99
01/01/99
01/01/99
01/01/98
12/31/98
01/01/99
12/30/98
12/30/98
12/30/98
12/30/98

12/30/98

hatd
-

1009

1009

1009

1009

1827

1009

1928

1817

1928

1741

1741

01/09/99 1600
01/09/99 1607

STARTED: 01/09/99
——————— FINAL REPORT-------
01/12/99 0741
CONTINUED ON NEXT PAGE PAGE: 81
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'BLOOD CULTURES

BLOOD CULTURE | I COLLECTED: 01/05/99

SOURCE: BLOOD ' RECEIVED: 01/05/99
PERIPHERAL—RT ARM - STARTED: 01/05/99
——————— FINAL REPORT-------
01/11/99 0916
NO GROWTH AT 5 DAYS
BLOOD CULTURE ‘ _ COLLECTED: 01/05/99
SOQURCE: BLOOD ) . RECEIVED: 01/05/99
ART LINE DRAW STARTED: 01/05/99
------- FINAL REPORT-------
::-‘01/11/99 0916
NO GRCOWTH AT 5 DAYS
URINE CULTURES
URINE CULTURE 1 ] COLLECTED: 01/05/99
SOURCE: CATHERIZED URINE, IN AND OUT RECEIVED: 01/05/99

FOLEY URINE STARTED: 01/05/99

------- FINAL REPORT-------
01/07/99 0947

'y

NO GROWTH

STERILE BODY FLUIDS -, - -
STERILE SITE i _ COLLECTED: 01/14/99
SOURCE: CEREBROSPINAL FLUID RECEIVED: 01/14/99

CSF #5 WENTRIC STARTED: 01/14/99

~-—--STAINS/PREPS REPORT---
GRAM STAIN ] 01/15/99 0848
FEW WBC'S SEEN
NO ORGANISMS SEEN

——————— FINAL REPORT-----—-
01/17/99 1252 0004115

NO GROWTH

CONTINUED ON NEXT PAGE PAGE: 82
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1504
1532

1425
1456
1531

1440
1457
1528

1805
1857
1900



- STERILE BODY FLUIDS

STERILE SITE ‘ _ COLLECTED: 01/14/99 1800
SOURCE: CEREBROSPINAL FLUID RECEIVED: 01/14/99 1854
CSF #6 - STARTED: 01/14/99 1900
-—--STAINS/PREPS REPORT---
GRAM STAIN 01/15/99 0847
FEW WBC'S SEEN
NO ORGANISMS SEEN
------- FINAL REPORT-------
01/17/99 1252
NO GROWTH
STERILE SITE — “COLLECTED: 01/13/99 1300
SOURCE: CEREBROSPINAL FLUID RECEIVED: 01/13/99 1312
VENTRIC #1 STARTED: 01/13/99 1339
-——-STAINS/PREPS REPORT---
GRAM STAIN 01/13/99 1452
ABUNDANT RBC’S SEEN
FEW WBC'S SEEN
NO ORGANISMS SEEN
------- FINAL REPORT--=—---
01/16/99 1003
NO GROWTH -
STERILE SITE _ COLLECTED: 01/12/99 1130
SOURCE: CEREBROSPINAL FLUID RECEIVED: 01/12/99 1137
CSF STARTED: 01/12/99 1157
--—-STAINS/PREPS REPORT---
GRAM STAIN ‘ 01/12/99 1514
ABUNDANT RBC’S SEEN )
FEW WBC’S SEEN
NO ORGANISMS SEEN
------- FINAL REPORT---——-=
01/15/99 0921
NO GROWTH
CONTINUED ON NEXT PAGE PAGE: 83
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STERILE BODY FLUIDS

STERILE SITE
SOURCE: CEREBROSPINAL FLUID
VENTRIC 6 CSF

GRAM STAIN

ABUNDANT RBC’S SEEN
FEW WBC'S SEEN

NO ORGANISMS SEEN

NO GROWTH

STERILE SITE
SOURCE: CEREBROSPINAL FLUID
CSF

GRAM STAIN

ABUNDANT RBC'S SEEN
FEW WBC’S SEEN

NO ORGANISMS SEEN

NO GROWTH
STERILE SITE

SOURCE: CEREBROSPINAL FLUID
CSF-VENTRIC

GRAM STAIN
FEW WBC'S SEEN
NO ORGANISMS SEEN

NO GROWTH

LABORATORY REPORT

_ COLLECTED: 01/12/99 1130
RECEIVED: 01/12/99 1148
STARTED: 01/12/99 1159
----STAINS/PREPS REPORT---
01/12/99 1514
------- FINAL REPORT--=-=--
01/16/99 0916
] COLLECTED: 01/09/99 1100
RECEIVED: 01/09/99 1244
STARTED: 01/09/99 1320
-—--STAINS/PREPS REPORT---
01/09/99 1502
------- FINAL REPORT~=--=-=-~
01/12/99 1153 -
_ COLLECTED: 01/08/99 1430
RECEIVED: 01/08/99 1524
STARTED: 01/08/99 1603
-—--STAINS/PREPS REPORT---
01/08/99 1700
------- FINAL REPORT-------
01/11/99 1153
0090117
CONTINUED ON NEXT PAGE PAGE: 84
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STERILE BODY FLUIDS -

STERILE SITE
SOURCE: CEREBROSPINAL FLUID

CSF

GRAM STAIN
FEW WBC'’S SEEN
NO ORGANISMS SEEN

NO GROWTH

RESPIRATORY CUL
SOURCE: SPUTUM
TRANS-TRACHEAL

GRAM STAIN

ABUNDANT WBC’'S SEEN
MODERATE GRAM POSITIVE RODS
FEW GRAM POSITIVE COCCI

FEW GRAM NEGATIVE RODS

LIGHT GROWTH NORMAL ORAL FLORA ISOLATED

LABORATORY REPORT

I COLLECTED: 01/07/99 1130
RECEIVED: 01/07/99 1146
. STARTED: 01/07/99 1150
----STAINS/PREPS REPORT---
01/07/99 1420
------- FINAL REPORT-------
01/10/99 1219
- RESPIRATORY CULTURES
] COLLECTED: 01/05/99 1445
RECEIVED: 01/05/99 1456
STARTED: 01/05/99 1518
----STAINS/PREPS REPORT---
01/05/99 1608
------- FINAL REPORT-------
01/08/99 1118
000118
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4“'-

RESPIRATORY CULTURES

RESPIRATORY CUL ‘ _ COLLECTED:
‘ RECEIVED:

SOURCE: SPUTUM

SPUTUM - STARTED:

Y

‘ ----STAINS/PREPS REPORT---
GRAM STAIN 01/04/99 1522
MANY LEUKOCYTES
FEW GRAM POSITIVE CCCCI IN CHAINS AND PAIRS
FEW GRAM NEGATIVE RCDS
FEW GRAM POSITIVE RCDS

------- FINAL REPORT-------
01/09/99 1122
MODERATE GROWTH NORMAL ORAL FLORA ISQLATED

01/04/99 1450
01/04/99 1458
01/04/99 1502

REFERENCE LAB IDENTIFICATION

01/04/99 1920 LUP (DVVT, PLT NEUTRALIZ.)

01/04/99 1920 DILUTE CON (DVVT CONFIRM)

01/04/99 1920 THRCMB TIM (THROMBIN TIME)

01/06/99 1745 THROMB TIM (THROMBIN TIME)

01/04/99 1920 PROT C ACT (PROTEIN C ACTIVITY)
01/04/99 1920 PROT C RES (PROTEIN C RESISTANCE (ACT))
01/22/99 1100 NAUR (SODIUM, URINE RANDOM)

01/07/99 0600 FREE PTN (FREE PHENYTOIN)

[

01,/04/99 1920 CARDIO PA (CARDIOLIPIN IGG, CARDIOLIPIN IGM, CARDIOLIPIN IGA)

12/30/98 1825 MHA-TP (MHA-TP)
12/30/98 1825 RPR (R) (RPR)

01/04/99 1920 HOMOCY PL (HOMOCYSTEINE, MA)

12/30/98 1825 DSI (AMPHETAMINES, BARBITURATES, BENZODIAZEPINES, COCAINE, OPIATES

' PHENCYCLIDINE, TETRAHYDROCANNABINOL)
01/06/99 1745 IGA (TOTAL IGA)

AB SCREEN, CROSSMATCH)
AB SCREEN, CROSSMATCH)
AB SCREEN, CROSSMATCH)
AB SCREEN)

01/01/99 2201 T&C (ABO TYPE,
01/04/99 0300 T&C (ABO TYPE,
01/08/99 1320 T&C . (ABO TYPE,
01/15/99 0200 GSH. (ABO TYPE,

BEEE

009119

END OF REPORT
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DATE  01/04/99
TIME 1920

DAY __ MON

PROCEDURE

FACTOR 5 LEIDEN HOMO NEG
COMMENT FOOTNOTE

UNITS REFERENCE RANGE

P ‘e -
.
=
i e e e e B L i T 2T e e [V e e e
-
-
/

LABORATORY REPORT
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FINAL -

rermraone rvszczan: [N

EXAM: 1 DATE: TIME: ACCESSION #

CT HEAD WO/CONT 01/03/99 0356
REPORT

DATE OF SERVICE:
01/03/99; 0356

PROCEDURE PERFORMED: )
Head CT. oo S - e AR L

REFERRING PHYSICIAN:
, M.D. S

CLINICAL HISTORY:
This is a 29-year-old here to evaluate cerebral edema.

TECHNIQUE: ‘
Seven-millimeter contiguous noncontrast transaxial images were performed
through the head and imaged utilizing a bone and soft tissue window.

FINDINGS:

This patient has had a large right MCA infarct with marked mass effect and
attenuation 9f the right lateral ventricular system, contralateral ventricular
dilatation, and shift of the midline. There is some high density noted within
the basal ganglia which is high density relative to the ischemic brain but not
increased relative to the remaining parenchyma. This would suggest petechial
hemorrhage in this location. This was noted on the prior study and is
unchanged. There is no large sizable intraparenchymal or interval hemorrhage
noted. Once.again noted is evidence for high density in the ambient cisterns
and location of the middle cerebral arteries bilaterally. This too is

stable. The low density within the anterior cerebral distribution on the
right is also unchanged. ,
The only chahge noted is an area of low density now noted on the left in a
parasagittal’ location seen only on axial image #13. This appears slightly
more than would be anticipated for volume averaging of the ventricle
immediarely below, and therefore it is worrisome that an area of left parafalx
anterior cerebral artery distribution ischemia/infarction may be accounting
for this appearance.

00012
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CONTINUED



PATIENT
MRN
VISIT #
PMH MRN
DOB

SEX :
ADM MD :
ADM DATE:
PT LOC
ROOM

FINAL

e

EXAM: | - DATE: TIME: ACCESSION #
CT HEAD WO/CONT 01/03/99% 0356

IMPRESSION

IMPRESSION:

1. This patient is status post an acute right MCA territory infarct with
marked mass effect and shift of the midline structures. There is also
evidence for uncal and tentorial herniation. Overall, these appearances
are unchanged compared to the 01/02/99 study.

2. The only change that has occurred on this study relates to an area of

) low density on the left in a parasagittal location seen only on one
image. Questionable subtle involvement may be seen on the image
immediately above. This appears more than accounted for by volume .
averaging and therefore is ;worrisome for and could be in keeping with
an area of ischemia/infarction related to the left anterior cerebral
artery territory.

3. ©No interval intracranial hemorrhage or hemorrhagic conversion is
noted.

D: 01/03/99
Job

RESIDENT ID:
T: !!JAN1999

S: 11JAN1989

'

*** THIS DOCUMENT HAS BEEN REVIEWED AND SIGNED ELECTRONICALLY ***
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PATIENT
MRN
VISIT #

DOB
SEX
ADM MD

PT LOC
ROOM

e ee e

PMH MRN :

ADM DATE:

FINAL

REFERRING PHYSICIAN:

EXAM:
PORTABLE CHEBT X-RAY

DATE OF SERVICE:
01/03/99; 1211.

PROCEDURE PERfORMED:
e e

- Chest. =7~

FINDINGS:

DATE: TIME:

01/03/99 1211

REPORT

See Impression.

MEDICAL RECORDS COPY

ACCESSION #

11

00912

PAGE : 1
CONTINUED




PATIENT
MRN
VISIT #
PMH MRN
DOB

SEX :
ADM MD
ADM DATE:
PT LOC
ROOM :

s e e

. e

FINAL N

EXAM: - DATE: TIME: ACCESSION #
PORTABLE CHEST X-RAY 01/03/99 1211

IMPRESSION
IMPRESSION:

FINDINGS: :

Single AP porpable view of the chest dated 01/03/99 at 1200 is submitted for

- interpretation without prior studies for comparison. There is an asymmetric
density to the lung fields, likely owing to technical factors associated with
positioning of the patient relative to the x-ray tube and film cassette. At
least hypoventilatory changes contribute to the increased parenchymal density
in the right base and some ill definition of the vessels on this side. Early
pneumonia in the right base and7er mild edematous changes cannot be
excluded. The cardiac silhouette size is okay for technique, but again, I do
not have pricr studies on this patient to establish a true baseline.

Dictated by: | “-°-
D: 01/03/99; 1348

stoep sv: I -

RESIDENT ID:

1t

T: 04JAN1999
S: 21JAN1999

*** THIS DOC@MENT HAS BEEN REVIEWED AND SIGNED ELECTRONICALLY ***
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PATIENT
MRN
VISIT #
PMH MRN :
DOB

SEX :
ADM MD
ADM DATE:
PT LOC
ROOM

e e w0

rerzsrowe eEvszczan: [

CT HEAD WOQ/CONT 01/05/99 0122

DATE OF SERVI(

01/05/99; 0122.

PROCEDURE PERFORMED: .

DATE: TIME: ACCESSION #

REPORT

‘= op head.” T TR

REFERRING PHYSICIAN:

CLINICAL HIS
This is a 29-

TECHNIQUE:

7 mm contiguo
vertex withou
images were o

the remaining
shift towards
am unable to
lobe, which
images #6 an
including the
better than

RY :
ear-old male patient status post right middle cerebral stroke.

s axial images were obtained from the skull base through the
the use of an intravenous contrast agent. Bone and soft tissue
tained.

temporal craniotomy has been performed. There has been removal
e right frontal and temporal lobes. Low density is presens. in
portions of the right frontal and temporal region. A midline
the left is present. There is effacement of basal cisterns. I
ccurately ascertain the position of the right medial temporal
y be impinging on the right lateral aspect of the main stem on
$7. Moderate enlargement of the left lateral ventricle
temporal horn, however, the left lateral ventricle is minimally
the prior study. There is midline shift towards the left.

/

000125
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PATIENT :
MRN H
VISIT # :
PMH MRN :
DOB :
- - SEX . - :_
. ADM MD :
ADM DATE:
PT LOC
ROOM
FINAL -
n o= 3 = S ISRt 3 T e SIS -
EXAM: - DATE: TIME: ACCESSION #
CT HEAD WO/CONT 01/05/99 0122 _
IMPRESSION
IMPRESSION:
Resection of part of the right frontal and temporal lobes. The left lateral
ventricle is slightly improved in appearance. There is continued effacement
of basal cisterns and medial temporal lobe impinging on the right lateral
@ aspect of the brain stem. Some intraventricular blood remains present in the
. occipital horn on the left. .
g TSR e o =

Dictated by:

D: 01/20/99;|1720

stanep 5v: | | -

RESIDENT ID:

T: !1JAN1999

S: 21JAN1999

e

#** THIS DOCUMENT HAS BEEN REVIEWED AND SIGNED ELECTRONICALLY ok
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PATIENT :
MRN :
VISIT # :
PMH MRN :
DOB
SEX :
! ADM‘MD :
ADM DATE:
PT LOC
ROOM
- h =y P2 .
REFERRING PHYSICIAN:
EXAM: DATE: TIME: ACCESSION #
CT HEAD WO/CONT 01/05/99 1534
REPORT
DATE OF SERVICE:
£ 01/05/99; 1534.
PROCEDURE PERFORMED: )
M T ERTETeeAEs CT head. T T RTTTIURTEED -
FERRING PHY

CLINICAL HISTORY:
This is a 29-year-old male patient status post lobectomy for decompression.

TECHNIQUE:
7 mm contiguous axial images were obtained from the skull base through the
vertex without the use of an intravenous contrast agent. Bone and soft tissue
images were obtained.

FINDINGS:

A right frontotemporal craniotomy has been performed as previously noted. 1In
the interval |since the prior study of 01/04, the patient has undergone further
decompression with removal of parts of the right frontal and temporal lobes.
Low density changes in the right middle cerebral territory are seen as
previously described. There has been a decrease in mass effect. Now
currently only a mild degree of midline shift towards the left. The left
lateral ventricle is less distended than on the prior occasion. A small
amount of blood is seen in the left occipital horn. There is continued
effacement of the basal cistern and the position of the medial temporal lobe

is difficult |to evaluate. ,

000127
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PATIENT
MRN s
VISIT #
PMH MRN :
DOB :
e
ADM MD :
ADM DATE:
PT LOC
ROOM :

FINAL

TR RTTRR AL L R aw.w RCECaR e S )

EXAM: - DATE: TIME: ACCESSION #
CT HEAD WO/CONT 01/05/99 1534

IMPRESSION

L
)
f
i§o
i

IMPRESSION:
1. Status pdgst further decompression with removal of parts of the right
frontal znd temporal lobes.
{j} 2. There has been a decrease in mass effect and slightly less midline shift
G towards the left is seen. The lateral ventricle is also slightly smaller
than on the prior occasion. p

D: 01/05/99; 1749

RESIDENT ID:

T: !!JANISQS

S: 06JAN1999

*** THIS DOCUMENT HAS BEEN REVIEWED AND SIGNED ELECTRONICALLY *** -
'
000128
MEDICAL RECORDS COPY PAGE : 2

% aox pxs cooe: [N | END OF REPORT
rorM +




et

PATIENT :
MRN H
VISIT #
PMH MRN
DOB
Nils ADM MD :
ADM DATE
PT LOC :
ROOM :

:;)

!y &

W,

{?’

o

rermacas secezcon: [
EXAM: DATE: TIME: CESSION
CT HEAD WO/CONT 01/05/99 2301

REPORT
DATE OF SERVICE:
TR AR 01 /06 /99 ;7 2301 T T R S S T TR R e TR SIS T S IR T T R A
PROCEDURE PERFORMED: - -

CT head. Tl

REFERRING PHYSICIAN:

I -

CLINICAL HISTORY:
This is a 29-year-old male patient status post lobectomy for treatment of
stroke. The patient is referred for followup evaluation.

TECHNIQUE:
Seven-millimeter contiguous axial images were obtained from the skull base
through the vertex without the use of intravenous contrast agent. Bone and

ges were obtained. -

-

soft tissue

FINDINGS:
As seen previ
There has be
blood is pre
the ventricl
there is som
ventricle an
the left lat

ously, a right frontotemporal craniotomy has been performed.

ent in the vicinity of the lobectomy. Blood is also present in
s, layering out in the occipital horns. As previously noted,
mass effect present with effacement of the right lateral

ral ventricle is stable since the earlier study done on 01/05 at
obvious new lesions are seen since the study done earlier on’

is effacement of sulci bilaterally. There is some extra-axial
blood subjacent to the craniotomy which is unchanged in appearance since the

prior study.

000129
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n removal of part of the right frontal and temporal lobes. Patchy

effacement of the perimesencephalic cisterns. The appearance of



e

PATIENT :
- MRN H
VISIT # :
PMH MRN :
DOB
™ "l SEX :
-g; . m MD H
ADM DATE:
PT LOC :
ROOM :
FINAL :
EXAM: - DATE: TIME: ACCESSION #
, CT HEAD WO/CONT 01/05/99 2301
L IMPRESSION
IMPRESSION:
1. Stable features since the most recent prior study done on 01/05 at
3:20 pm.
ﬁzi 2. There is ss effect in the right lateral ventricle, the basal
\ cisterns, | especially the perimesencephalic cisterns, are not visualized.
T am unable to accurately identify.the position of the medial temporal
-~ mmmEwowerer 0 - Jobe. T It|"appears” to” be abutting“the right -lateral-aspect ‘of the brain

stem.

D: 01/06/99;| 0803
Job

-

RESIDENT ID:
T: !6JAN1999

S: 07JAN1999

It
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PATIENT : __
- MRN :
VISIT #
PMH MRN :
. DOB :
TSEX T T T
e ADM H
ADM DATE:
PT LOC
ROOM
FINAL -
- - e - e . . )
rermean rrvszeran: |
o~ EXAM: DATE: TIME: ACCESSION #
<) PORTABLE CHEST X-RAY 01/05/99 1314
PORTABLE CHEST X-RAY 01/05/99 0454
REPORT
DATE OF SERVICE:
@ 01/05/99; 1314.
d oy PROCEDURE “PERFORMED & =W as: i e R SRR e
s Chest.
- CLINICAL HISTORY: WFe -
This is a postoperative patient in whom we are asked to rule out pneumonia.
FINDINGS:
3 AP portable views of the chest were obtained on 1/5/99 at 0401 and at 1320.
%?’ The first film demonstrates a right internal jugular central line with the tip

- in the superior vena cava. The heart size is borderline to minimally
increased. There is an increased density in the left retrocardiac region
suggesting atelectasis or infiltration. The pulmonary vessels are borderline.

on the 1320 film, an endotracheal tube is seen with the tip at the level of

the sternal notch. There is perhaps a little less density in the left .

retrocardiac [region but there is some patchy parenchymal disease in the Tight
ég; infrahilar area.

O E

0004131
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PATIENT
MRN

VISIT #
PMH MRN :

e on

DOB :
“SEX s

ADM MD :
ADM DATE:
PT LOC
ROOM

FINAL

EXAM:
PORTABLE C
PORTABLE

é%)

IMPRESSION:
1. Borderli
2. Right in
@ 3. An endot
4. There is

e SRR T T ]ass app
5. Some incx
evident g
infiltration.

DATE:

ST X-RAY
ST X-RAY

01/05/99
01/05/99

TIME:
1314
0454

IMPRESSION

e to slightly increased heart size.

ernal jugular central line.

ACCESSION #

acheal tube is in place on the second film.
some increased opacity 1n.the left retrocardlac reglon, sllghtly
ent~on~the second film:7# = - =

eased density at the medial aspect of the rlght 1ung base is more

n the second fllm.’
=

@ D: 01/05/99;
o0 N

SIGNED BY:
RESIDENT ID:

e ...

S: 06JAN1999

1541

I -

Suspect atelectasis versus patchy

It
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PATIENT
MRN
VISIT #
PMH MRN :
DOB :
" SEX :
ADM MD :
ADM DATE:
PT LOC :
ROOM

se w0 00

FINAL

DATE: TIME: ACCESSION #
01/06/99 0958

EXAM:
CT HEAD WO/CO

3
‘l|)

REPORT
DATE OF SERVICE:
@ 01/06/99; 0958.
PROCEDURE P ORMED : .

B v R e e

CT head. = | = ramss Sross Iy B IR T S T R IR T T T

REFERRING PHY : - -

CLINICAL HIS
A 29-year-ol

g&b’ TECHNIQUE:

Seven mm contiguous axial images were obtained from the skull base to the
vertex without the use of an intravenous contrast agent. Bone and soft tissue
images were obtained.

RY :
male patient status post lobectomy for treatment of stroke.

FINDINGS:
A right frontotemporal craniotomy has been performed. There has been partial
removal of the right frontal and temporal lobes. There is low density im- the
right middle |cerebral territory. There is mass effect of the right lateral
ventricle with near complete effacement. There is more mass effect on the
current exam than on the prior study of 01/05 and there is more midline shift
towards the left. The degree of midline shift now measures approximately 12
mm. There is enlargement of the left lateral ventricle. The left temporal
horn is dilated.

Position of the medial temporal lobe is difficult to determine. It appears
< that the medial temporal lobe is pressing against the right lateral aspect of
the midbrain, best appreciated on images 6 and 7. This causes distortion of
the midbrain. :

IMPRESSION:
1. Interval|slight increase in degree of midline shift towards the left.
2. 1Interval slight increase in size of left lateral ventricle.

3. Residual blood present in the left occipital horn.

' MEDICAL RECORDS COPY PAGE : 1
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- PATIENT
MRN
VISIT #
PMH MRN :
DOB

:
;

ADM DATE:
PT LOC
ROOM

EXAM: - DATE: TIME: ACCESSION #

CT HEAD WO/CONT 01/06/99 0958 _
REPORT

pictated by: [N -0

D: 01/06/99;7 1515
Job

et s s G

el i oY S

RESIDENT ID:

T: 07JAN1999
S: 07JAN1999
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PATIENT :
MRN :
VISIT # :
PMH MRN :
DOB :
- SEX -

ADM MD :
ADM DATE:
PT LOC :
ROOM

CTT RTINS

EXAM: DATE: TIME: ACCESSION #
CT HEAD WO/CONT 01/06/99 1827
REPORT
DATE OF SERVICE:
01/06/99; 1827
PROCEDURE PERFORMED: .
“CT head. =~ TPTTTTIREIE RIS TEORE R R TR T RS TR -
REFERRING PHYSICIAN: L -

M.D.

CLINICAL HISTORY:
This is a 29-year-old male patient status post lobectomy for decompression.

TECHNIQUE:
Seven-millimeter contiguous axial images were obtained from the skull base
through the vertex without the use of an intravenous contrast agent. Bone and

soft tissue i

FINDINGS:
In the intexv
decompressive
hemisphere.

up and close
the thalamus.

location. T
prior occasi
third ventric

There has beﬁE
O

ges were obtained.

1 since the preceding study, the patient has undergone further
surgery. There has been further removal of part of the right

Some remaining parenchyma is seen in a parasagittal location high
to the convexity. A marker is seen along the posterior margin of

interval return of the midline structures to a central

left lateral ventricle is now considerably smaller than on the
Some blood is still seen in the left occipital hornm. The

le contains blood apd is in the midline.
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PATIENT

VISIT # :

EXAM : - DATE: TIME: ACCESSION #
CT HEAD WO/CO! 01/06/99 1827

\'9 IMPRESSION

IMPRESSION:
Status post interval further decompressive surgery since the prior study with
return of the central structures to the midline. There has been preservation
of the right thalamus and parts of the right posterior frontal lobe. There
has been interval decompression of the left lateral ventricle.

=R % Dictated by

D: _01/07/99; 0906 L -

SIGNED BY:
§ RESIDENT ID:

T: 07JAN1999
S: 07JAN1999
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PATIENT
MRN

VISIT #
PMH MRN :
DOB :
SEX :
ADM MD :
ADM DATE:
PT LOC :
ROOM

se 09 e

FINAL : -

.

e e o i et

Py

DATE: TIME: ACCESSION #
01/06/99 1150
REPORT

CLINICAL HISTORY: Cerebral infarct.

IMAGING P

weighted sequ

obtained us
sequence.
sequences.
179 slices w

I

INTERPRETATIO

The patient i
there is a £l
the surgical
the surgical
basal gangli
also demonst
products. D
the distribu
the right PC
right interm
also demonst
left lateral
infarcted re
there is si
lateral vent
of the poste
cerebellar t
space.

The visualiz

TERS: Sagittal images of the brain were obtained using a Tl

ce pregadolinium infusion. Coronal images of the brain were

a T1 weighted sequence -pregadolinium infusion-and a T2 weighted

ial images of the brain were obtained using T1 and T2 weighted
addition, diffusion weighted imaging technique was performed.

re acquired. £ )

il
N: No previous MRI of the brain is available for comparison.

s status post partial right frontal lobectomy. 1In its place,

uid collection. There is demonstration of Tl shortening along
margin, consistent with hemorrhage. 1In addition, posterior to
area, there is an irregular area of Tl shortening seen within the
which represents petechial hemorrhage. In addition, there is
ation of T2 shortening in this region, also consistent with blood

iffusion weighted imaging technique demonstrates acute infarct in

ijon of the right ACA and right MCA. There is relative sparing of
distribution. This finding is consistent with occlusion of the
1 carotid artery seen to the level of the skull base. There is
ation of a small amount of blood within the occipital horn of the
ventricle. There is significant local mass effect within the
ion characterized by loss of the cortical sulci. In addition,
ificant mass effect as characterized by effacement of the right
icle, .shift of the midline to the left, and inferior herniation
jor fossa structures; i.e,, displacement of the midbrain and
nsils inferiorly.  [There is also loss of the normal basal cistern

d paranasal sinuses are clear. There is some fluid within the

right mastoid air cells; the left mastoid air cells are clear.
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PATIENT

VISIT #
PMH MRN :
DOB :

ADM MD :
ADM DATE:
PT LOC
ROOM

EXAM: . DATE: TIME: ACCESSION #
MR BRAIN . 01/06/99 1150

IMPRESSION .

1. There is occlusion of the right internmal carotid artery to the level of
the skull base which is associated with infarction of the right ACA and MCA
distribution.T The patient is status post partial resection of the right
frontal lobe. However, there remains significant mass effect characterized by
displacement of the midline structures to the left as well as inferior

1
’ displacement of the posterior fossa structures.

T T e e SS#

I personally reviewed the films and the above report a‘nd concur.
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- PATIENT :
MRN H
VISIT # :
PMH MRN :
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SN SEX — —:
ADM MD :
ADM DATE:
PT LOC
ROOM :
FINAL -
——
,‘3 EXAM: DATE: TIME: ACCESSION #
g CT HEAD WO/CONT 01/07/99 0249
REPORT
DATE OF SERVICE:
@ 01/07/99; 0249
PROCEDURE PERFORMED: .
_““#?‘%WMCT head. == v TR B T R TR T R T STy TR R o et AT
REFERRING PHYSICIAN: L. -
CLINICAL HISTORY:
This is a 29-year-old male patient referred for followup evaluation status
post multiple decompressive brain surgeries.
TECHNIQUE:
Seven-millimeter contiguous axial images were obtained from the skull base
through the vertex without the use of an intravenous contrast agent. Bone and
soft tissue images were obtained.
FINDINGS:
As previously seen, much of the right hemisphere has been removed. The xight
. thalamus and part of the right posterior frontal lobe have been preserved. A
marker is seen along the posterior aspect of the thalamus. A surgical cavity

is seen in the right frontotemporal location. The midline structures are in a
central location. The left lateral ventricle is smaller than on the preceding
study. Blood is present in the third ventricle, which is unchanged in size.
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- PATIENT :
MRN H
VISIT # :
PMH MRN :
DOB :
Ve ¥ _ADM MD
ADM DATE:
PT LOC
ROOM
FINAL -
s § LI N R A N T T e _
EXAM: DATE: TIME: _ACCESSION #
CT HEAD WO/CONT 01/07/99 0249
= IMPRESSION
IMPRESSION:
Interval decrease in the size of the left lateral ventricle. The remaining
- features are stable.
3 ——eEsRRTErD e 01/07/99 ¢ 70908 Semeramesas i
Job [
stenep By: (NN -0

N .

RESIDENT ID:

Q0 M.

S: 07JAN1999

*%*%* THIS DOCUMENT HAS BEEN REVIEWED AND SIGNED ELECTRONICALLY ***

=

ADM DXS CODE:

MEDICAL RECORDS COPY

000140
PAGE : 2

END OF REPORT




PATIENT
MRN
VISIT #
PMH MRN
DOB

" SEX :
ADM MD :
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PT LOC :
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FINAL
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EXAM: DATE: TIME:
S PORTABLE CHEST X-RAY 01/06/99 1651
PORTABLE CHEST X-RAY 01/07/99 0441
REPORT
@ DATE OF SERVICE:
01/06/99, 01/07/99.

=S w " PROCEDURE  PERFORMED o sy o2 v
Portable chest x-ray.

CLINICAL HISTORY: F
This is a 29-year-old man who is said to be postoperative. We are asked to
assess pneumonia.

FINDINGS:
AP portable views of the chest were obtained on 01/06/99 at 1630 and on
01/07/99 at 0421. There is a previous film for comparison dated 01/06/99 at
0422.

An endotracheal tube, right intermal jugular central line, and nasogastric
tube remain in place. The tip of the nasogastric tube is believed to be high
in the stomach. On the 01/06/99 at 1630 f£ilm, there is some increased density
at the medial aspect of the right lung base suggesting atelectasis. The«right

p- lateral costophrenic angle is not very sharply defined. The inspiratory

effort is better on the second film and the right lung base appears relatively
clear. The right lateral costophrenic angle is sharply defined. On this
film, there is increased density in the left retrocardiac region which is
suspicious for left lower lobe atelectasis.
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PATIENT :
MRN H
VISIT # :
PMH MRN :
DOB :
. TSEX T T
E, ADM MD
ADM DATE:
PT LOC
ROOM
* FINAL )
EXAM: - DATE: TIME: ACCESSION #
PORTABLE CHEST X-RAY 01/06/99 1651
éZD PORTABLE CHEST X-RAY 01/07/99 0441
IMPRESSION
IMPRESSION:
1. The right lung base appears a little worse on the 01/06/99 at 1630 as
@ compared with the 01/06/99 at 0422 film, and the findings are suspicious
for atelectasis and possibly some pleural fluid. The right chest appears

much better on the 01/07/99 film, but there is increased opacity in the

- memosTERETEe T Jeft retrocardiac-region-on-that-film suspicious—for-lower -lobe -

atelectasis.
2. Nasogastric tube with tip hjgh. in stomach. -
3. Endotracheal tube and right®internal jugular central line are unchanged.

g D: 01/07/99;: 1522
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EXANM: DATE: TIME: ACCESSION #
CT HEAD WO/CONT 01/08/99 0319 _
REPORT

DATE OF SERVICE:
01/08/99, 0319.

PROCEDURE PERFORMED:
CT of head. :

REFERRING PHYSICIAN: . -

i
Al

"

CLINICAL HISTORY:
A 29-year-old male patient status post large middle cerebral territory stroke.

TECHNIQUE:

Seven millimeter contiguous axial images were obtained from the skull base
through the vertex without the use of an intravenous contrast agent. Bone and
soft tissue images were obtained.

FINDINGS:
The current study is compared to the most recent prior study done on 01/07.

As seen‘on‘that’studyf’mmch*of“the*right'hemisphere has been- removed:— Air g e

present in the right frontal region within a large cavity.
Fluid/encephalomalacia is seen more posteriorly. Some preserved parenchyma is
seen in the right posterior frontal region and in the region of the thalami.

A marker is seen along the posterior aspect of the right thalamus.
Intraventricular blood is present and is best seen in the occipital horms.

The left lateral ventricle is within a normal size range. The third ventricle
is in the midline and contains some blood. These features are not
significantly different than that seen on 01/07.
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FINAL

EXAM: - DATE: TIME: ACCESSION #

CT HEAD WO/CONT 01/08/99 0318
IMPRESSION

IMPRESSION:
Interval stability since 01/07.

D: 01/08/99 0849
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PMH MRN :
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ADM DATE:
PT 1LOC
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FINAL

NE——

%;) EXAM: DATE: TIME: ACCESSION #
: PORTABLE CHEST X-RAY 01/08/99 0442 _
REPORT

DATE OF SERVICE:

01/08/99

PROCEDURE PERFORMED: .
Portable chest x-ray. o

CLINICAL HISTORY: .. .
This is a 29-year-old man who $-said to have pneumonia.

FINDINGS:
An AP portable view of the chest was obtained on 01/08/99 at 0350.

@ Compared with prior film of 01/07/99 at 0421, not much interval change is
seen. There is increased opacity in the left retrocardiac region which would
be consistent with atelectasis or infiltration. The pulmonary vessels are
borderline. The endotracheal tube, nasogastric tube, and right internal
jugular central line are unchanged.
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VISIT #
PMH MRN
DOB :
SEX :
ADM MD :
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Y

PT LOC
ROOM :

ADM DATE:

-y m—————

7

FINAL

EXAM: . DATE: TIME:
PORTABLE CHEST X-RAY 01/08/99 0442

IMPRESSION

IMPRESSION:

1. Tubes and lines are unchanged.

2. Persistent density, left retrocardiac region,
and/or pneumonia.

D: 01/08/99; 1324

3
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PATIENT :
MRN H
VISIT # :
PMH MRN :
DOB :
‘\) oo "SEX 0
- ADM MD :
"ADM DATE:
PT LOC
ROOM
FINAL -
Pnsxc, ) e e — s
r.-:?‘ EXAM: DATE: TIME: ACCESSION #
;-;) SONO, EXTREM VEIN UNIL DUP 01/08/99 0822
REPORT
DATE OF SERVICE:
Q 01/08/99
PROCEDURE PERFORMED: .

errecartrwswr Lower: extremity-sonogram: with-~-Doppler ssrsmsswss

wu

CLINICAL HISTORY: L. -
The patient is being evaluated,foY ‘development of DVT while at long-term
bedrest for neurosurgical indication.

FINDINGS:

Discussion: Doppler percussion ultrasound was performed in the ICU from the

level of the common femoral through the popliteal veins bilaterally. Normal
incremental compression, respiratory variation, and augmentation was noted.

it
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MRN
VISIT #
PMH MRN :
DOB :
- gEX -~ s -
ADM MD :
ADM DATE:
PT LOC
ROOM
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EXAM: - DATE: TIME: ACCESSION #
SONO, EXTREM VEIN UNIL DUP 01/08/99 0822
é;z IMPRESSION
IMPRESSION:

No evidence for DVT from the level of the common femoral through the popliteal
regions bilaterally.

o
Dictate
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D: 01/,08/99; 1022
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PATIENT
VISIT #
PMH MRN :
DOB

SEX :
ADM MD :
ADM DATE:
PT LOC :
ROOM s

FINAL
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g EXAM: DATE: TIME: ACCESSION #
- CT HEAD WO/CONT 01/09/99 0405

REPORT

DATE OF SERVICE:

01/09/99; 0405.

PROCEDURE PERFORMED:
CT head.

REFERRING PHYSICIAN: L
M.D. St

CLINICAL HISTORY:
A 29-year-old male for follow-up of resection of infarcted tissue in the right

hemisphere.

TECHNIQUE:

Serial axial images are obtained of the head from the level of the foramen
magnum to the vertex without the use of an intravenous contrast agent. Bone
windows are obtained as well.

FINDINGS: . R L ST - gy it A s T f g E P v, pek
Comparison is made” to most” recent”exam of 01708/ 99" % As“before™ the patient® ig= =~
most recently status post extensive resection of portions of the right
cerebral hemisphere, the area of hemorrhagic infarction. Markedly enlarged
CSF space is now present with residual hemorrhage along the operative site
with remnant of basal ganglia and parasagittal portion of the right hemisphere
remaining. Large extracranial fluid collection is seen mixed with air.
Pneumocephalus is again present but somewhat less prominent than on the prior
exam. Ventricular size appears stable with asymmetric enlargement of the left
lateral ventricle and blood layering the occipital horn as well as in the

third ventricle. Drainage catheter is again seen in place on the right.
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PATIENT
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VISIT #
PMH MRN
DOB

SEX

ADM MD
ADM DATE:
PT LOC :
ROOM

FINAL -

EXAM: - DATE: TIME: ACCESSION #
CT HEAD WO/CONT 01/09/98 0405

IMPRESSION

IMPRESSION:

1. Status post extensive resection of right hemisphere with interval decrease
in pneumocephalus since the prior study of 01/08/99.

2. Stable ventricular size with interventricular hemorrhage again noted.

3. No evidence for interval hemorrhage or new low density region is
identified. .

Dictated by: M.D. -
D: 01/09/99; 0742 ¥
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PATIENT :

- MRN —— & —
VISIT #
PMH MRN :
DOB
SEX
ADM MD
ADM DATE:
PT LOC :
ROOM :

FINAL -

e mess I

g EXAM: DATE: TIME: ACCESSION #

& PORTABLE CHEST X-RAY 01/09/99 0523 _

REPORT

DATE OF SERVICE:

01/09/99; 0523

PROCEDURE PERFORMED: .
Portable chest x-ray. .

FINDINGS:

Portable chest film dated 01/08799 ‘taken at 0458 a.m. “demonstrates no change
in the cardiomegaly and appearance of the mediastinum. The position of tubes
and catheters are unchanged. Consolidated left lower lobe is unchanged.
There is no new consolidations or pleural effusions seen.

IMPRESSION

IMPRESSION:
Left lower lobe pneumonia/atelectasis unchanged.

LTS Uk AL, ()

@ Dictated by: M.D.
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D: 01/09/99; 1137
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PT LOC :
ROOM :
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EXAM: DATE: TIME:

ABDOMEN AP 01/09/99 1622

ABDOMEN AP 01/09/99 1322
REPORT

DATE OF SERVICE:

01/09/99.

PROCEDURE PERFORMED: ’

Abdomen.

CLINICAL HISTORY: Tt -

This is a 29-year-old man who has had placement of a feeding tube.

FINDINGS:

AP supine portable views of the abdomen were obtained on 01/09/99 at 1220 and
at 1515. The pelvis is not included on either film. On the first film, a
feeding tube is seen with the tip near the esophagogastric junction. The
second film shows that the feeding tube has been advanced into the stomach.

It is bent slightly and the tip lies high in the stomach. There is gas .
throughout the colon. On the first film, an artifact overlies the right lower

abdomen obliquely across the right side of L5 and the upper sacrum. This area

is not included on the second film.
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PATIENT :
. "TMRN- T
VISIT # :
PMH MRN :
DOB
N SEX :
) ADM MD :
- ADM DATE:
PT LOC :
ROOM :
FINAL -
EXAM: - DATE: TIME:
ABDOMEN AP 01/09/99 1622
. ABDOMEN AP 01/09/99 1322
IMPRESSION
IMPRESSION:
1. A feeding tube was first noted to be in the esophagus with the tip near
the esophagogastric junction. It was then advanced into the upper
stomach.

2. Bowel gas pattern nonspecific, nonobstructive.

3. An artifact overlies the right lower abdomen on the first film. It is not
seen on the second film but this could be due to film positioning - please
correlate with clinical findings regarding its etiology.

bictated by or. I

D: 01/11/99, 1051
Job
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EXAM: DATE: TIME: ACCESSION #
PORTABLE CHEST X-RAY 01/09/99 1322
PORTABLE CHEST X-RAY 01/10/99 0725
PORTABLE CHEST X-RAY 01/11/9% 0605
REPORT

DATE OF SERVICE:
01/09/99, 01/10/99, and 01/11/99. .

PROCEDURE PERFORMED:
Chest.

CLINICAL HISTORY:

This is a 29-year-old man in whom we are asked to evaluate lines as well as

possible infiltrates.

FINDINGS:

AP portable views of the chest were obtained on 01/09/99 at 1228, 01/10/99 at
0725, and on 01/11/99 at 0537. There is a previous film for comparison dated
01/09/99, 0458. There is an endotracheal tube with the tip above the level of

the sternal notch on the first two films. It was removed prior

to the third

film. A feeding tube with the tip fairly high in the stomach was also present
on the first two films but removed prior to the third £ilm. A right

subclavian central line is-in-place on-all-three-films. . On.the first film, &a... zus

right intermal jugular line was also present, which was removed

prior to the

£ilm of 01/10/99. On the first film, there is some increased density in the
left retrocardiac region and a little patchy parenchymal disease at the right
base. The right base appears to have improved on the next two films. There
is perhaps still a little increased density in the left retrocardiac region.
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PATIENT
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VISIT # :
PMH MRN
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SEX
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ADM DATE:
PT 1LOC
ROOM
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FINAL -

EXAM: - DATE: TIME:
PORTABLE CHEEST X-RAY 01/09/99% 1322
PORTABLE CHEST X-RAY 01/10/99 0725
PORTABLE CHEST X-RAY 01/11/99 0605

ACCESSION #

IMPRESSION

IMPRESSION:

1. The endotracheal tube, feeding tube, and right internal jugular central
line were removed. There is a new right subclavian central line in good
position with no evidence of pneumothorax.

2. Some patchy parenchymal changes at the right base have cleared over the
three film series. There is believed to be a little less density in the
left retrocardiac region, a}though some is believed to persist.

-,

D: 01/11/99 1048
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EXAM: . DATE: TIME: ACCESSION #
CT HEAD WO/CONT 01/10/99 0408 _
REPORT

DATE OF SERVICE: _
01/10/99; 0408. ;

PROCEDURE PERFORMED: .

CT head. .-

REFERRING PHYSICIAN: .- -
M.D. =7

CLINICAL HISTORY:
A 29-year-old male status post resection of extensive cerebral hemorrhagic
infarct for follow-up.

TECHNIQUE:

Serial axial images are obtained of the head from the level of the foramen !
magnum to the vertex without the use of an intravenous contrast agent. Bone

windows are obtained as well.

FINDINGS: CL - . e . ;
Comparison made’ to pridttstudy-of 179/99 ™ As before,” the*patient¥is Tesently === !
status post resection of an extensive right hemispheric hemorrhagic infarct. '
Vast portions of a right basal ganglia remain as well as small portion of the
frontoparietal lobe parasagittally. Blood is again seen around the resection

site and there is blood, CSF level on the right as well as blood layering in

the occipital horns bilaterally and is present in the anterior third

ventricle. There continues to be mild right to left midline shift with

effacement of the right lateral ventricle. No evidence for hydrocephalus or

change in ventricular size is seen. No evidence for interval hemorrhage orxr

new area of low density is noted. Low density is again seen, however,

unchanged in appearance in the posterior limb of the internal capsule on the

right. The amount of pneumocephalus and extracranial air is not significantly

changed. o
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EXAM: - DATE: TIME: ACCESSION #

CT HEAD WO/CONT 01/10/99 0408 _

IMPRESSION

IMPRESSION:
Overall stable appearance without significant change seen since the prior
study of 1/9/99 as described above.

D: 01/10/99; 0727
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EXAM: DATE: TIME: ACCESSION #
CT HEAD WO/CONT 01/11/99 0408
REPORT

DATE OF SERVICE:

@ 01/11/99

PROCEDURE PERFORMED: .
CT head without contrast. .

CLINICAL HISTORY: v . - -
This is a 29-year-old male pati®nt status post right middle cerebral artery

infarction.
TECHNIQUE:
@ 7 mm contiguous axial images were obtained from the skull base through the
! vertex without the use of an intravenous contrast agent. Bone and soft tissue

images were obtained.

FINDINGS:

As seen previously, there has been removal of a large part of the right
hemisphere. The right thalamus and part of the right posterior fossa lobe
have been preserved. A blood-fluid-air level is seen in the right half of the
cran.':lal“cav‘:i.t},'".""This"”:ls“unc:“l’nm‘u_:;ec‘l‘si’mﬁe"‘t‘l'i"é"””p"r:i.cu.‘"*"’stv;xdy"f“""'"I‘hére‘”‘i’s“’sl:’Lg'h:t:"“""""“"“"‘MS
midline shift toward the left, also unchanged since 01/10. Some -
intraventricular blood remains evident in the left occipital horn. There is
slight interval enlargement of the left temporal horn as compared with the
prior study. The third ventricle is not completely seen on this study. No
obvious new lesions are demonstrated.

i e
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FINAL

EXAM: - DATE: TIME: ACCESSION #

CT HEAD WO/CONT 01/11/99 0408 _

sa} IMPRESSION
IMPRESSION:

In the interval since 01/10, there has been a slight increase in the size of
the left temporal horn. The remaining features are essentially stable.

D: 01/11/99; 1319

sob [

G RESIDENT ID:

S: 13JAN1999
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PATIENT
m.,
VISIT
PMH MRN :
DOB :
SEX :
ADM MD :
ADM DATE:
PT LOC
ROOM

« . e

FINAL

sermazna sevezcons: [

EXAM: DATE: TIME: ACCESSION #
ABDOMEN AP 01/11/%9 2021
ABDOMEN AP 01/11/99 1628
ABDOMEN AP 01/11/99 2020
REPORT
@%’ DATE OF SERVICE:
01/11/99. » .
PROCEDURE PERFORMED: ‘
Abdomen. . . -

-

¥

CLINICAL HISTORY:
This is a 29-year-old man who has had insertion of a Dobbhoff tube.

@’ FINDINGS:
- AP supine portable views of the abdomen were obtained on 01/11/99 at 1555,
1950 and at 2009. The lower portion of the pelvis is not included on any of

these films. A Dobbhoff tube is in place on all three films. On the first
film, the tip lies in the stomach. On the second film the tip could be either
in the distal stomach or duodenum. The tip is in the same position on the
third film. There is a little gas in the stomach and gas is seen in the
colon. Some strandy parenchymal disease is questioned in the left

retrocardiac :region ‘?"h» - FORS O o PP, S e SRR SIS PR o, G S SRS 7. “JE WU SCEE T .. YL S 2 \.;..;,_,'v,;‘xl. :: [ i
O
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PATIENT :
—- m N -
- VISIT # :
PMH MRN
DOB
R SEX :
fee” ADM MD :
ADM DATE:
PT LOC :
ROOM :
FINAL -
EXAM: - DATE: TIME:
ABDOMEN AP 01/11/9% 2021
;z; ABDOMEN AP 01/11/9% 1628
T ABDOMEN AP 01/11/99 2020
IMPRESSION

f. N

IMPRESSION:

Dobbhoff tube. The position of the tube has changed between the initial £film
of this series and the last film. On the last film, the tip is either curled
in the antrum or in the duodenum. .

Dictated by Dr. L. -

D: 01/12/99 1507

stawep ov: [ -

RESIDENT ID:
T: 12JAN1999
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PATIENT
MRN -
VISIT #
PMH MRN :
DOB

SEX :
ADM MD :
ADM DATE:
PT LOC
ROOM

" 00 e

FINAL

rermmave prvsco: [

EXAM: DATE: TIME: ACCESSION #
CT HEAD WO/CONT 01/12/99 0351
REPORT
DATE OF SERVICE:
01/12/99

PROCEDURE PERFORMED: .
CT head without contrast. L

CLINICAL HISTORY: v e - -
This is a 29-year-old male patient status post resection of much of the right
hemisphere for treatment of stroke.

TECHNIQUE:

7 mm contiguous axial images were obtained from the skull base through the
vertex without the use of an intravenous contrast agent. Bone and soft tissue
images were obtained.

FINDINGS:

As seen on the study of 01/11, much of the right hemisphere has been removed

for decompression of stroke. Parts of the right posterior frontal lobe and

the right thalamus have been preserved. There is some blood adjacent to these
structures which® is largely unchanged since the prior ‘study:* Mild midlime — - =
shift toward the left is seen. There is some blood in the left occipital

horn. The left temporal horn is smaller than on the prior occasion. There is

some extra-axial fluid subjacent to the craniotomy. There is also some fluid

in the scalp overlying the craniotomy. This is smaller than on the prior

study.
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EXAM : - DATE: TIME: ACCESSION #
CT HEAD WO/CONT 01/12/99 0351

EZ) IMPRESSION
IMPRESSION:

Interval improvement in the size of the left lateral ventricle. The remaining
features are stable.

D: 01/12/99; 0929
sob [N . -

RESIDENT ID: ;
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PATIENT :
- MRN 3
VISIT # :
PMH MRN :
DOB :
’\ SEX :
o ADM MD
ADM DATE:
PT LOC
ROOM
FINAL -
rerzmeane rmverena: [ '
EXAM : DATE: TIME: ACCESSION #
PORTABLE CHEST X-RAY 01/12/99 0352
REPORT
DATE OF SERVICE:
01/12/99
PROCEDURE PERFORMED:
Portable chest x-ray.
CLINICAL HISTORY: -

This is a 29-year-o0ld man who i§'ééid to have pneumonia. t

FINDINGS:
An AP portable view of the chest was obtained on 01/12/99 at 0422.

The right subclavian central line is unchanged comparing the film of

01/11/99. There is a new feeding tube coursing through the esophagus and past
the lower film margin. The transverse cardiac dimension appears slightly
increased. There is minimal elevation of the right diaphragm. The pulmonary
vessels are borderline and there is a little increased density in the left
retrocardiac region which would be consistent with atelectasis or

infiltration. , L
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ADM DATE:

PT LOC
ROOM

T T T 1)

-
.

QED

FINAL

: DATE:
PORTABLE CHEST X-RAY

01/12/99

TIME:

IMPRESSION

IMPRESSION:

1. New Dobbhoff tube.

2. Borderline pulmonary vessels.
3 Central line unchanged.

suggesting atelectasis or infiltration.

D: 01/12/99; 1517

[
*

SIGNED BY:
RESIDENT ID:

T: 12JAN1S9S
S: 12JAN1999 ~
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ACCESSION #

4. There is a little increased density in the left retrocardiac region
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EXAM: DATE : TIME: ACCESSION #
CT HEAD WO/CONT 01713799 0316 |
REPORT
DATE OF SERVICE:
. 01/13/99; 0316.

)

~ PROCEDURE PERFORMED: .
CT head. -
REFERRING PHYSICIAN: R -

M.D. ;f.a"

CLINICAL HISTORY:
A 29-year-old male patient with a stroke who is now status post compressive
surgery.

TECHNIQUE:

Seven mm contiguous axial images were obtained from the skull base through the
vertex without the use of an intravenous contrast agent. Bone and soft tissue
images were obtained.

FINDINGS: N L
As seen‘on‘thé“sfudy‘of101/12?Wiﬁ§éxteﬁSiVe*resectioﬁﬂprocedurelhas“been:ﬁﬁ‘~>*m¢w4»— ]
performed with removal of much of the right hemisphere. Parts of the right

posterior frontal lobe have been preserved. The right thalamus has been

preserved. An outer loculated compartment is smaller than on the prior

study. A scalp collection is also present overlying the craniotomy.

B
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EXAM:

CT HEAD WO/CONT

IMPRESSION:

FINAL

DATE: TIME:
01/13/99 0316

IMPRESSION

ACCESSION #

Interval decrease in the size of an outer loculation of the fluid collection

in the right hemisphere.

pictated by: [N

D: 01/20/99; 1710

SIGNED BY:
RESIDENT ID:

T: 21JAN1999
S: 21JAN1999

R e T m&‘aq AL S TR N

*** THIS DOCUMENT HAS BEEN REVIEWED AND SIGNED ELE

-

M.D.

T

. kI 3

The remaining features are essentially stable.
—m Slight midline shift towards the left as previously seen and the basal !
éb;) cisterns remain attenuated.
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PATIENT
L MRN . _ ..
VISIT #
PMH MRN
DOB
SEX :
ADM MD :
ADM DATE:
PT LOC :
ROOM :

e o8 se e o
!

FINAL -

reremaane rmvezenan: [

EXAM: DATE: TIME: ACCESSION #
PORTABLE CHEST X-RAY 01/13/99 0345 _
REPORT

DATE OF SERVICE:
01/13/99, 0345.

PROCEDURE PERFORMED:
Chest x-ray.

CLINICAL HISTORY: o -
This is a 29-year-old man who }5-sdid to have pneumonia.

FINDINGS:

An AP portable view of the chest was obtained on 01/13/99 at 0410. This film
is compared with a prior film of 01/12/99. The technique varies considerably.
There is still some increased density with strandy parenchymal changes in the
left retrocardiac region, consistent with pneumonia or atelectasis. The right
subclavian central line is unchanged. The feeding tube is no longer seen and

it presumably has been removed.
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FINAL
EXAM: - DATE: TIME:
PORTABLE CHEST X-RAY 01/13/99 0345
IMPRESSION

IMPRESSION:
1. The feeding tube has been removed.
2. Central line unchanged.

iiiiSSION #

3. There is still some strandy increased density in the left retrocardiac

region, atelectasis versus infiltration.

sscraced vy or- [N

.

D: 01/13/99, 1442 e
szenep By: [

RESIDENT ID:
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T: 13JAN1999

S: 14JAN1999
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EXAM: DATE: TIME:
PORTABLE KUB 01/13/99 0345
REPORT

DATE OF SERVICE:
01/13/99, 0345.

PROCEDURE PERFORMED:
Abdomen.

Lo .- - RN R AL L I RS Ll e i R S I

ACCESSION #
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CLINICAL HISTORY:

This is a 29-year-old man with abdominal distention who has also had
replacement of a feeding tube which we are asked to evaluate.
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PATIENT
MRN —--
VISIT
PMH MRN
DOB

SEX

e o0 00

. e

ADM DATE:
PT LOC :
ROOM

FINAL -

EXAM: - DATE: TIME: ACCESSION #

PORTABLE KUB 01/13/99 0345 _

REPORT
FINDINGS:
An AP supine portable view of the abdomen was obtained on 01/13/99 at 0410.
The Dobbhoff tube tip is seen in the stomach overlying the midline. There is
a left pelvic calcification, consistent with a phlebolith. A normal amount of
gas is seen throughout the colon. There are one or two loops of
gas-containing bowel in the left upper quadrant.

IMPRESSION

IMPRESSION: g -

1. Dobbhoff tube with tip in éhe stomach near the midline.
2. Normal bowel gas pattern.

pictated by or. [N

D: 01/13/99, 1444
Job
stenep sv: === -0~ s 0t

RESIDENT ID:

H3JAN1999

S: 14JAN1999
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PATIENT
. MRN -
VISIT #
PMH MRN :
DOB :
SEX :
ADM MD :
ADM DATE:
PT LOC
ROOM

e do 0

FINAL -

rerzrrove rmvszenan: [

EXAM: DATE: TIME: ACCESSION #
PORTABLE CHEST X-RAY 01/14/99 0457
REPORT

DATE OF SERVICE:
01/14/99

PROCEDURE PERFORMED:
Portable chest x-ray.

CLINICAL HISTORY: ) -
This is a 29-year-old man who i%.sdid to have pneumonia.

FINDINGS:
An AP portable view of the chest was obtained on 01/14/99 at 0355.

The heart appears slightly enlarged and the right diaphragm is minimally
elevated. There is increased density in the left retrocardiac region
consistent with atelectasis or infiltration. In addition, there are diffusely
prominent pulmonary vessels suspicious for mild volume overload / congestive
heart failure - please correlate with clinical findings. There is a right

subclavian central line with the tip in the superior vena cava.
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PATIENT
_ MRN. - - -
VISIT #
PMH MRN
DOB
SEX
ADM MD
ADM DATE:
PT LOC :
ROOM :

oe 4o e

" e o

FINAL

EXAM: - DATE: TIME:
PORTABLE CHEST X-RAY 01/14/99 0457

IMPRESSION
IMPRESSION:

1. Right-sided central line, unchanged.
2. Borderline heart size.

3. Parenchymal disease is seen in the left retrocar

versus infiltration.

ACCESSION #

diac region - atelectasis

4. The pulmonary vessels appear a little prominent diffusely and I am
suspicious of volume overload / congestive heart failure - please

correlate with clinical findings.

D: 01/14/99; 1532

>

RESIDENT ID:
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T: 14JAN1999
S: 18JAN1999
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EXAM: /DDE!: TIME:
PORTABLE KUB 01/14/99 0457
REPORT

DATE OF SERVICE:

- —01/14/99—— il — i T

ACCESSION #

Lok e el Sermd

2ux

PROCEDURE PERFORMED:
Portable abdomen.
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PATIENT
- MRN - -
VISIT

PMH MRN
DOB :
SEX H
ADM DATE:
PT LOC :
ROOM :

" se se 40 0

:
:

FINAL

EXAM: - DATE: TIME: ACCESSION #

PORTABLE KUB 01/14/99 0457 _

REPORT

CLINICAL HISTORY:
This is a 29-year-old man with a Dobbhoff tube.

FINDINGS:
An AP supine portable view of the abdomen was obtained on 01/14/99 at 0355.

There is a phlebolith in the left pelvis. The bowel gas pattern is normal.
The tip of the Dobbhoff tube is seen overlying the midline presumably within
the stomach. There is a transitional segment at the thoracolumbar junction.
A small tube-like structure is seen overlying the right upper quadrant. I
suspect this is outside the patient. I recommend correlation with clinical
findings. Some strandy parenchymal changes are believed present in the left

retrocardiac region.
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PATIENT
- | MRN - --- -
VISIT # :
PMH MRN :
DOB

SEX :
ADM MD :
ADM DATE:
PT LOC :
ROOM

o o

< e p—

FINAL -

EXAM: - DATE: TIME: ACCESSION #
PORTABLE KUB 01/14/9% 0457

S IMPRESSION
IMPRESSION:

1. Dobbhoff tube with tip in the stomach overlying the midline.
2. A small tubular density overlying the right upper quadrant has not been

seen previously and is quite likely outside the patient - recommend ;
correlation with clinical findings. .
3. Normal bowel gas pattern. .
4. Strandy parenchymal changes are seen at the left base.
'
piccatea by: [N -

D: 01/14/99; 1529

RESIDENT ID:

T:- 14TANLG9G-w-it- sl orois
S: 1BJAN1999
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PATIENT

VISIT #
PMH MRN :
DOB :
SEX :

ADM DATE:
PT LOC :
ROOM

FINAL -

rermane mvszens: [

EXAM: DATE: TIME: ACCESSION #
CT HEAD WO/CONT 01/15/99 0438
REPORT

DATE OF SERVICE
01/15/99 "

.o

PROCEDURE PERF
CT head without contrast.

CLINICAL HISTO
This is a 29-y
hemisphere for

ar-old male patiénf”étatus post resection of much of the right
treatment of stroke.

TECHNIQUE:
7 mm contiguou
vertex without
images were ob

axial images were obtained from the skull base through the
the use of an intravenous contrast agent. Bone and soft tissue
ained.

and frontotemporal craniotomy have been performed. Parietal

also been performed. There has been resection of much of the

e. Parts of the frontal lobe have been preserved, as has the

.- Some -low-density is present-in the genu -of:the COrpus .- co ez i
e is minimal midline shift toward the right. Low density”is

region of the posterior limb of the intermal capsule. There is

s. Some interventricular blood remains evident in the

Air is present in the anterior portion of the right cranial

tissue scalp collection is seen overlying the frontal

craniotomy has
right hemisphe
right thalamus
callosum. The
present in the
no hydrocephal
occipital horn
cavity. A sof
craniotomy site.
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FINAL -

EXAM: - DATE: TIME:
CT HEAD WO/CONT 01/15/99 0438

IMPRESSION

IMPRESSION:
No significant change since the prior examination. There is no indication of

developing hydrocephalus.

D: 01/15/99; 0930
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RESIDENT ID:
T: l!JAN1999
S: 19JAN1999
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PATIENT
VISIT #
PMH MRN
DOB

SEX :
ADM MD :
ADM DATE:
PT LOC
ROOM

LI ]

e oo

- right-subclavi

REFERRING PEYSICIAN:

FINAL -

EXAM: DATE: TIME: ACCESSION #
PORTABLE CHEST X-RAY 01/15/99 0437

REPORT
DATE OF SERVICE:
01/15/99; 0437.
PROCEDURE PERFORMED: .
Chest. .
CLINICAL HISTORY: ) -
Pneumonia. ST '
FINDINGS:

Single portabl
for interpreta
earlier study
volume overloa
nodular opacit
many other
region. This
Certainly, as
would become m

I do not beliey

view of the chest dated 01/15/99 at 0415 hours is submitted
ion. If anything, I think the patient has improved since the
ith some clearing of some of what have simply represented

. Some minimal streaky changes are seen in the bases. A small
overlies the posterior right sixth rib. Unfortunately, on
inations in this vicinity, the cardiac monitor lead was in this
y simply represent a fortuitous artifact or vessel.

e patient’s lungs are clear, if anything is underlying, this
re evident and could be evaluated on a subsequent film. The

re pleural fluid to present.

line-is-in the-distal-SVC-with no pneumothorax appreciated..=swsss.c. .
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PATIENT
- MRN - ——
VISIT #
PMH MRN :

. o e

N

EXAM: - DATE: TIME: ACCESSION #
PORTABLE CHEST| X-RAY 01/15/99 0437

:,-) IMPRESSION

IMPRESSION:
1. Overall improvement in the appearance of the chest with some clearing of
the interstitial disease which may have simply represented fluid. Minimal
/ residual medial bibasilar disease is present.
Q 2. Question of a nodule in the right upper lung zone which can be evaluated
on subsequent examinations as the lungs continue to clear.
3. Right subclavian central venous catheter in acceptable position.

D: 01/15/99; 0B34

RESIDENT ID:

S: 15JAN1999
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REFERRING PHYSICIAN

EXAM: DATE: TIME: ACCESSION #
CT HEAD WO/CONT 01/16/98 0228 —
REPORT .

DATE OF SERVICE
01/16/99; 0228

e

PROCEDURE PERFORMED: .
CT head. .

REFERRING PHYSICIAN: - -
M.D. S

CLINICAL HISTORY:

This is a patient with recent surgical procedure of the brain and agitation.
FINDINGS:

The study of 01/16/99 is submitted without prior studies available for
comparison. e patient has undergone a recent right frontal craniotomy with
a moderately prominent amount of pneumocephalus which may have increased
slightly since |the previous study. A large-volume right frontal and temporal
lobectomy was performed with cerebrospinal fluid occupying that space as well
as a ventriculostomy tube traversing it. A band of tissue, presumably the
dura; traverses this- fluid-filled space,~dividing it-into two separate fluid sceme
cavities. It is marked by some nodularity and high density indicating ~

probable hemorrhagic change associated there. There is shift of midline
structures from right to left to a mild degree. Edema in the internal capsule

is associated on the right. The left cerebrum appears unremarkable.

4
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PATIENT :
- - MRN -~ — 8 — -
VISIT # :
PMH MRN : .
DOB :
SEX
ADM MD :
ADM DATE:
PT LOC :
ROOM :
FINAL -
EXAM : - DATE: TIME:
CT HEAD WO/CONT 01/16/99 0228
IMPRESSION
IMPRESSION:
Status post large-volume lobectomy as described above.
|
pictated by: || "
D: 01/16/99; 1313 . o
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S: 19JAN1999 |
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EXAM: DATE: TIME: ACCESSION #
PORTABLE CHEST X-RAY 01/18/99 0541
PORTABLE CHEST X-RAY 01/17/99 1606
REPORT
DATE OF SERVICE:
01/17/99, 01/18/99.
PROCEDURE PERFO
Portable chest.
CLINICAL HISTORY: St -
This is a 29-year-old man in whom we are asked to evaluate pneumonia and tube
placement.
FINDINGS:

The heart size is within normal limits. The right lung is clear. There is
increased density in the left retrocardiac region consistent with atelectasis
or infiltration, A feeding tube can be seen overlying the upper esophagus and
airway. There is what appears to be a right sided ventriculoperitoneal shunt
overlying the right neck and medial chest descending over the lower dorsal
spine.
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T: 19JAN1999

EXAM:
PORTABLE CHEST
PORTABLE CHEST

CONCLUSION:

1. Left retroc
2. Right sided

3. Feeding t

X-RAY
X-RAY

FINAL

DATE:
01/18/99
01/17/99

TIME:
0541
1606

IMPRESSION

.

D: 01/18/99; 1
Job

SIGNED BY:
RESIDENT ID:

S: 19JAN1999
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diac parenchymal disease - atelectasis versus infiltration.
ventriculoperitoneal shunt line.
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PATIENT
MRN
VISIT #
PMH MRN :
DOB
SEX
ADM MD
ADM DATE:
PT LOC
ROOM

TOETY

p—_—s

EXAM: DATE: TIME: ACCESSION #
ABDOMEN AP 01/18/99 0540
ABDOMEN AP 01/17/99 1817

REPORT

DATE OF SERVICE:
01/17/99, 01/18/99.

@

PROCEDURE PERFORMED:
AP abdomen.

-
-

CLINICAL HISTORY: S
This is a 29-year-old man in whom we are asked to evaluate feeding tube
placement and to rule out obstruction.

FINDINGS:
AP supine portable views of the upper abdomen were obtained on 01/17/99 at
approximately 1806 and on 01/18/99 at 0539. There is gas and a little fecal
material in the colon. No distended bowel loops are seen. A feeding tube is
seen with the tip in the expected location of the proximal duodenum. The tube
appears to have advanced very slightly on the second film as compared with the
first. In addition to the feeding tube I see another fine line which I think
is a ventriculoperitoneal shunt. This appears to overlie the midline of the
lower dorsal spineuandvthenAloopwintouthe.left.upper quadrant.with _the tip ... muc.. .
just below the left 12th rib. The pelvis is not included on either film~
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ADM MD
ADM DATE:
PT LOC
ROOM

FINAL -

EXAM: - DATE: TIME:
ABDOMEN AP 01/18/99 0540
ABDOMEN AP 01/17/99 1817

ACCESSION #

IMPRESSION

CONCLUSION:

1. Fecal material and air can be seen in the colon - I do not see any
evidence to suggest obstruction.

2. Feeding tube with tip in the duodenum.

3. There is believed to be a ventriculoperitoneal shunt line with tip in the
left upper abdomen. L

D: 01/18/99; 1558

RESIDENT ID:
T: 1!JAN1999
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PATIENT :
~MRN .__. .3 _ -
VISIT # :
PMH MRN :
DOB :
SEX :
ADM MD
ADM DATE:
PT LOC :
ROOM :
FINAL -
e e |
EXAM: DATE: TIME: ACCESSION #
SONO, EXTREM VEIN UNIL DUP 01/18/99 1131
REPORT
DATE OF SERVICE:
01/18/99.

PROCEDURE PERFORMED: .
Venous doppler |[sonogram. .

CLINICAL HISTORY: o _
The patient is [being evaluation?.for deep venous thrombosis at long term best
rest for neurosurgical indication.

DISCUSSION:
Bilateral doppler compression ultrasound was performed from the common femoral
through the popliteal regions bilaterally. Normal incremental compression,
respiratory variation and augmentation was seen.

e rt oo | Rl o E el b Sl b T gt

R T T T T R L e P T LRIy LI Rl -t 2 B A T
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PATIENT
- MR -
VISIT #
PMH MRN
DOB

s 90

Y

d

ADM DATE:
PT LOC :
ROOM :

FINAL

EXAM: - DATE: TIME: ACCESSION #
SONO, EXTREM VEIN UNIL DUP 01/18/99 1131

IMPRESSION
IMPRESSION:

No evidence for deep venous thrombosis for the level of the common femoral
through the popliteal regions bilaterally.

D: 01/18/99; 1217

‘e.f ’

RESIDENT ID:
T: !!JAN1999

S: 19JAN1999

£y
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REFERRING PHYSICIAN

PORTABLE CHEST| X-RAY

DATE OF SERVICE

01/19/99; 0459

PROCEDURE PERFORMED:

Portable chest.

CLINICAL HISTORY:

Pneumonia.

FINDINGS:

A portable AP upright film of
the heart or lungs or change C

abnormality of
earlier.

IMPRESSION:
Persistently no

DATE: TIME:
01/19/99 0459

REPORT

INPRESSION

rmal’ portable® chest :- = s i axss

D: 01/19/99; (
Job

906

sioven ov: [

RESIDENT ID:

...

S: 19JAN1999

P

s o PRIE YN

ACCESSION #

BT S - P T

the chest done at 0444 on 01/19/99 shows no
ompared with films made one day

e PR ST S

**+* THIS DOCUMENT HAS BEEN

ADM DXS CODE: -
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REFERRING PHYSICIAN

EXAM: DATE: TIME: ACCESSION &
PORTABLE KUB o1719/99 0500 [
REPORT

DATE OF SERVICE:
01/19/99; 0500

PROCEDURE PERFORMED:
Portable KUB.

CLINICAL HISTORY: . -
Rule out obstruction. =
FINDINGS:

A portable kub done at 0444 on 01/19/99 shows that a Dobbhoff tube extends
into the second portion of the duodenum. The abdominal gas pattern is
unremarkable, and no abdominal organomegaly or bony abnormality is seen.

e B ol Lk A g T M I Y
-
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PATIENT
1- MRN-—-
VISIT #
PMH MRN :
DOB :
SEX :
ADM MD :
ADM DATE:
PT LOC :
ROOM :

.

ve ob

FINAL -

EXAM: - DATE: TIME: ACCESSION #
PORTABLE KUB 01/19/99 0500

IMPRESSION

IMPRESSION:
1. Dobbhoff tube extends into the second portion of the duodenum.
2. Otherwise nprmal portable KUB with no change compared with film

made one day earlier.

D: 01/19/99; 0906
3o , -

Yy
N

stonep ov:

RESIDENT ID:

=
o

T: 19JAN1999
S: 19JAN1999

*%** THIS DOCUMENT HAS BEEN REVIEWED AND SIGNED ELECTRONICALLY ***
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SEX :
ADM MD :
ADM DATE:
PT LOC
ROOM

e

FINAL

REFERRING PHYSICIAN

EXAM: DATE: TIME: ACCESSION #

SONOGRAM ABDOMEN 01/1é/99 1117 _

REPORT

DATE OF SERVICE:
01/19/99.

PROCEDURE PERFO
Abdominal sonogram.

CLINICAL HISTOR
Pancreatitis.

DISCUSSION:
Transverse and
liver was homog

ongitudinal images of the upper abdomen were obtained. The
eous. The gallbladder was distended and tumefactive sludge
mass-like medium level echos were seen within the gallbladder
r contour was identified and the area did not move with

ges. No discrete stone was able to be identified within the
tive sludge. The biliary tree was nondilated and the common
rmal at 0.4 cm. The pancreas showed no gross abnormalities.
ed 9.6 x 9.7 x 9.6 cm. The right kidney measured 11.8 x 6.4
left 10.3 x 5.2 x 4.5 cm. _No hydronephrosis, perinep ic

lumen. A lobul
positioning ch
presumed tumefa
bile duct was n
The spleen meas
x 4.9 cm and th

e ia or Focal mABS Was Seen i IR tEetmeS i L g
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B [ e S
VISIT #
PMH MRN :
DOB

e o oo

FINAL

EXAM: - DATE: TIME: ACCESSION #

SONOGRAM ABDOMEN 01/19/99 1117 _

IMPRESSION

IMPRESSION:

1. Presumed tumefactive sludge within the gallbladder lumen with no discrete
stone identified.

2. No biliary ducal dilatation.

3. No obvious pancreatic abnormality.

Dictated by:

D: 01/19/99; 1307 S
Job

RESIDENT ID:

|
T: 19JAN1999
S: 21JAN1999
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PATIENT
VISIT #
PMH MRN :

* se 00 se

REFERRING PEYSICIAN

EXAM:
CT HEAD WO/CONT

DATE:
01/20/99

DATE OF SERVICE:
01/20/99; 0225.

PROCEDURE PERFORMED: .
CT head. .

REFERRING PHYSICIAN: .
I
CLINICAL HISTORY:

This is a 29-ye
hemisphere for

-0ld male patient status
reatment of stroke.

TECHNIQUE:

7 mm contiguous | axial images were obtaine
vertex without e use of an intravenous
images were obtained.

FINDINGS:

As seen’pfeviously%:huCEEbf*theiright'hemisﬁhéréfhas?heen?rémoved5ﬁmThewsightééﬁwﬁ£~;
thalamus and parts of the right frontal lobe have been preserved.

”»
\

TIME:
0225

ACCESSION #

REPORT

post removal of much of the right

d from the skull base through the
contrast agent. Bone and soft tissue

- T

A drain

tube has been placed within a fluid collection occupying the right hemisphere.

Denser components of the fluid are seen layering out posteriorly.

There is no

appreciable change in the degree of mass effect on the right lateral

ventricle. There is minimal midline shif

t towards the left, which is

unchanged since the prior study. The size of the left lateral ventricle is

also unchanged.
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EXAM: - DATE: TIME: ACCESSION #

CT HEAD WO/CONT 01/20/99 0225

IMPRESSION

IMPRESSION:
No significant change since 01/16.

pictated by: |GG >

D: 01/20/99; 0913

Job
;?f’.',, - -
stanep sv: [ >

RESIDENT ID:

T: !!JAN1999

S: 21JAN1999
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ROUTINE RECORD

I i: I  30-0Ec-19908 18:31 I
Vent. rate 59 BPM SINUS BRADYCARDIA WITH MARKED SINUS ARRHYTHMIA

29 yr .
Male Caucasian PR interval 170 ms INCOMPLETE RIGHT BUNDLE BRANCH BLOCK
BORDERLINE ABNORMAL ECG

'QRS duration 106 ms
Roo QT/QTe 442/438 ms NO PREVIOUS ECGS AVAILABLE
P-R-T axes 47 73 21 THIS DOCUMENT HAS BEEN ELECTRONICALLY SIGNED.
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] iD: [ 31-DEC-1998 02:05 ——
29 yr Vent. rate 53 BPM SINUS BRADYCARDIA
Male Caucasian PR interval 170 ms INCOMPLETE RIGHT BUNDLE BRANCH BLOCK
,QRS duration 110 ms BORDERLINE ABNORMAL ECG N
Room QT/QTc 446/419 ms WHEN COMPARED WITH ECG OF 30-DEC-1998 18:31, N
P-R-T axes 41 61 21 NO SIGNIFICANT CHANGE WAS FOUND . M
Q
=)
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Echocardiogram Report

Social Security #:
Patient Name
Date of Birth
Race: UN

- Age: 29

Gender: M

History: S

ke; r/o cardiac source of embolism

Date Ordered: 12/30/1998

Type of Procedure: 2D,

ode/Color Doppler

Ordering Physician: Beeper No: Source
Referring Faculity Service: NEURO Room Numbe -
Completed: 01/02/1999 12:00 AM Test site I
Reason for test: Cardiac source of embolus Tape Number{JII

Starting Foota
Ending Footag

Pericardial Effusion 2:

Technician Name: Technical Quality: Good
Chamber Size | Valves|
AV structure:  —— Focal thickening - opens well
Septum: 13 nk: (0.6-1.1) Post wall: 1.4 (0.6-1.1) Not optimally seen
LV diastole: 5.3 (3.5-6.0) LVsystole: 3.8  (2.14.0) || Aortic regurgitation: Moderate
Left atrium: 3.8 (1.9-4.0) Aortic root: (2.1-3.7)
(no "“'“’E'“" if technically difficult study) Aortic peak velocity: 23 mis
RA: Nomal —— —=mrmemer— == - e o m e ] s TR SR SRR TR
RV: Normal
LA: Nomal S MV structure: Normal
LV: Concentric LVH
Wall Motion MV Annulus: Normal
Mitral regurgitation: Trace
Bs-AS 1
- Mitrai filling pattern:
Bs-Post 1 e
TV structure: Normal -
Tricuspid regurgitation: None
PV structure: Normal
Bs-Inf ‘ v Bs-Ant Pulmonic regurgitation: None
Pericardial Space|
, 4-dyskinesis, X-not seen, P-paradoxical || pericardial Effusion:  None

000196
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Staff Cardiologist: _-——_- Date Read: [ 01/05/1999




I o: [N 02JAN-1900 12:35 |  ROUTINE RECORD

25 yr Vent. rate 40 BPM MARKED SINUS BRADYCARDIA WITH SINUS ARRHYTHMIA
Male Caucasian PR interval 166 ms INCOMPLETE RIGHT BUNDLE BRANCH BLOCK

. . QRS duration 118 ms  ABNORMAL ECG
QT/QTe 506/413 ms  NO PREVIOUS ECGS AVAILABLE
PRT axes 81 77 51  THIS DOCUMENT HAS BEEN ELECTRONICALLY SIGNED.
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Patient Name:
, "\\ Date of Birth: Age: 29
-4 Transesophageal Echocardiogram Report Race: UN . ender: M
History: R/O Cardiac Source of Embolism Date Ordered: 01/04/1999
Ordering Physician: Beeper No: Source
Referring Faculty_ Service: ICU Room Numbe i
Completed: 01/04/1999 02:10 PM Test site
Reason for test: iac source of emboilus Tape Numbe
Type of Procedure: T phageal Echocardiogram Starting Footage|
Technician Name: Technical Quality: Excellent Ending Footag

Ve

N
=

{Patient Data Monitoring | —{Valves}
baseline post-TEE AV structure: Focal thickening - opens well
BP: 153/ 64 153 / 63 Small mobile attachment(s)
HR: 85 85 Aortic regurgitation: Moderate
o2: 99 99
Rhythm: NSR oo NSR e[| VSIS e T e
Meds given: Versed o 8 mg ’ S ‘
Morphine L 6mg. MV Annulus: - Normal
Complications: None S Mitral regurgitation: None
TV structure: Nommal
Ap-Inf
Tricuspid regurgitation: None
RV systoiic pressure: mmHg
PV structure: Normal
i PV regurgitation:
Ap-Lat
Pulmonary Artery:
Kinesis, 4-dyskinesis, X-not seen, P-paradaxical Ascending Aorta: Normal
Aortic Arch: Normal
] Overall LV Function: Normal Descending Aorta: Normal
“) Left Atrium: Mildly dilated
ad / No thrombus seen
Intracardiac shunts: No shunts detected
Bubbie study performed

- Comments and Remarks: |—

LA size at upper Iimitsj of normal. No LA or LA appendage thrombus seen. Normal LV systolic function. Focally-thickened aortic valve,
opens well; a small (~tmm) mobile attachment is seen in the long-axis view. Moderate aortic regurgitation.

000198
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ELCTROENCEPHALOGRAPH . REPORT

EEG Date: 1/5/1999 Test Location:
EEG#: I Electrode Type: Gold 1
EEG Time: - .16:00 — — || .._How Applied: _Paste . o
Duration: 25 minutes Electrode System: Modified Combinatorial
IcD-9: 3459 CPT: 95819E Physiol. monitor: ECG
Handedness: Right States recorded: Comatose

#\ Age: 29 Sex: male Last Meal: [V

& Last Seizure: None

Activation: Auditory/sensory stimulation
Medications: Cerebyx, Dilantin

,:) EEG Fellow:
s Technologist
TECHNOLOGISTS COMMENTS: mpaﬁmwascommse.withoccasionﬂbiﬁngofmeendomhnlmbe. He has had a right
bl mlm. y. Le T T T oninn T ShmoepmamestgmER U - -
HISTORY DETAILS: ‘Ihepaﬁentwasadmimdaﬁ:rooﬂapsingwhi\enmningonnmdmﬂl. There was acute onset of headache, left
hemiparesis, and speech. EEGevﬂmﬁonmrgpgpﬁmnﬂeoutmbcﬁnicﬂmmepﬂqpﬁm.
TECHNICAL Y: ThisbmlSchamelmﬁilEEGwidlECGmonimﬁngpexfomdinMwmmwm.

Hyperventilation and tic stimulation were not done. DiginlEEGwasreferenﬁaﬂyrecorded.reformmdmddiginnyﬁlteredina

variety of bipolar and referential montages for optimal display.

DESCRIPTION OF RECORD: With the patient described as comatose, o posterior dominant background rirythm was seen. The
(E) hackgrumdconsistedof&lOHz,uploSOuY,mn-mylhmicuﬁvity,imermixedwith2~3ﬁzpolymorphicdowing.ovenheleﬁ

hemisphere. Over the right hemisphere the background activity was suppressed, with up to 20 uV, 2-4 Hz, polymorphic slowing. No

state changes were Tactile stimulation resulted in increased delta slowing over the left hemisphere. No epileptiform discharges

nor electrographic sei were noted.

HYPERVENTILATION CHANGES: Hyperventilation was not performed.

PHOTIC STIMULATION CHANGES: Photic stimulation was not performed.
IMPRESSION: Abnormal - Coma

% Asymmetry-Decreased Background Lateralized Right Hemisphere
Continuous Polymorphic Delta Slowing-Reactive: Generalized-Maximum Left
Hemisphere
Continuous Theta Slowing-Reactive: Generalized-Maximum Left Hemisphere

CLINICAL CORRELATION: This EEG is severely abnormal. The lower voltages
over the right hemisphere are consistent with a structural lesion on that side. The
reactive delta and theta slowing is consistent with a severe encephalopathy, though
the reactivity is a good sign in an otherwise severely abnormal EEG.

"

@l

1 certify | am the electroencephalographer reviewed this electroencephalogram.

’ Physlclan !plcs !: .
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29years Vent. rate 60 bpm
Male Caucasian PR interval 140 ms
QRS duration 96 ms
Room QT/QTc  446/446 ms
Loc: ] P-R-Taxes 44 77 13

...ram&w:.

"

Referred by:

Normal sinus rhythm

6-Jan-1999 18:10:11

Incomplete right bundle branch block

Nonspecific T wave abnormality
Abnormal ECG

Unconfirmed
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P w: [ oan-000 or:7 [ 7OUTNE RECORD
yr Vent. rate

66 BPM NORMAL SINUS RHYTHM
Male Caucasian PR interval 142 ms NONSPECIFIC T WAVE ABNORMALITY
' QRS duration 100 ms WHEN COMPARED WITH ECG OF 06-JAN-1999 18:10,
Roo QT/QTc 462/484 ms T WAVE CHANGES (QUESTIONABLE SIGNIFICANCE) ARE PRESENT
Locllr ‘P-R-T axes 60 74 34 THIS DOCUMENT HAS w@ﬂz ELECTRONICALLY SIGNED.
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FOURTH HOSPITALIZATION
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OPERATIVE REPORT

DATE OF OPERATION: 03/10/99

PREOPERATIVE DIAGNOSIS: Over shunted hydrocephalus.
POSTOPERATIVE DIAGNOSIS: Over shunted hydrocephalus.
PROCEDURE:

STAFF SURGEON:
ANEST‘I.-IESIA:
ESTIMATED BLOOD LOSS:
FLUID:

VALVE PRESSURE SETTIN(
COMPLICATIONS:

SPECIMENS:

G2
.o

Removal of medium pressure valve and placement of Medos programmable

valve and Rickham reservoir right parietal region.

General, Dr. -

Less than 50 cc.
800 cc.

140 mm of water.

None.

i i ey, g

INDICATIONS FOR

movement of legs, right arm an
now is developing incapacitati

OPERATION:
ultimately requiring a hemis;:k

The patient is a gentleman who presented two months ago with stroke
erectomy for control of intracranial pressure. The patient has made a good recovery with
excellent cognition and speech. He was shunted to his cavity during his initial admission. He
headaches when sitting up. The decision was made to remove his medium pressure valve and

place a programmable valve. The hope was that although siphoning would occur, that the opening pressure could be controlled
be controlled. Consent was obtained from the patient’s family. The risks and benefits of the
procedure were thoroughly discussed.

such that the headaches would

OPERATIVE PROCEDURE:

anesthesia and inserted all apprapriate monitoring lines. The patient’s head was then turned to the left on a horseshoe headholder.
n-was-shaved;-prepped-and draped-in theusual-sterile-fashion=—The previots valve ificision was

The right parieto-occipital regi

The patient was identified, brought to the operating room and placed on the
operating room table in the supine position where a member of the anesthesia department administered general endotracheal

opened and extended down into| the neck. Hemostasis was achieved with fishhooks. A self-retaining retractor was placed. The
funt and a previously assembled Hakim-Codman programmable valve with a Rickham reservoir
artacled t0 it was attached to the distal tubing and secured with 2-0 silk suture. The previous medium pressure valve was then
eter and the programmable valve with the Rickham reservoir was attached and secured with

previous shunt was disassembl

removed from the ventricular ¢

Page 1 of 2
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P t
OPERATIVE REPORT '
: 2-0 silk. The shunt pumped and refilled well. The entire wound was now copiously irrigated with saline. The galea was closed
. with interrupted inverted 2-0 Vicryl suture and the skin was closed with skin staples. Sterile dressings were applied. The patient
was returned to the recovery room in stable condition and extubated.
/
!
i
?

D: 03/10/99 1210
T: 03/10/99 12:43
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LOC: QA  RAwke ‘DOrienmedx3 O Disoriested [ Drowsy OSedsed [ Unrespousive o £

) Skin Conditicn: O Intact OWamDry  OCoolMoist  [J Cyanotic O Red/Excoristed i
Musculo/Skeletal: O Full ROM BYLimited ROM O Prosthesis (] Other
Cardio/Puimonary: {QUaremaiable  (1SOB OTavETT OO,
Draine/Packs: PFNA O Foley ONGT OChest Tube  Type Site > Drainage .
. Lines: O CV/Swan O Arteial JR{Periphenil IV DTW_M‘
Psychosocial: N Caim 0 Anxious 0 Apprehensive o

Communication: ) No apparent limitation [ Language barrier [ Hearing impaired  {J Visually impaired

Y By

: Dr. CRNA General (] Epidural [ Local
® | i Bk T
I IV Sedation

1n g < 0% [005 Scub Peson's |7 591 3722 /0
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CONSULTA'I:ION-FIBEROPTIC UPPER
GASTROINTESTINAL ENDOSCOPY

DATE: ___ 5 I1S/5' age__ DA SEx_ A~ REFERRI G PHYSICIAN

Indications: Sl P Shwnt- (Y Dow; : L CTE
informed consent yes [ no
Abnormal Diagnostic Data adfressed: yes I no Hx and Physical yes 3 no )
Risks/Benefits/Alternatives discussed: yes [ no Blood product consent yes 3 no
Anesthetic History and Agents discussed: yes CJ no ASA Classification
Plan for anesthesia: Qconscious sedation general anesthesia ([ none ,
TECH. DATA: BIOPSY: [ yes (3 no Cytology: T yes [ no Pictures: = yes T3 no “
3 POLYPECTOMY O FOREIGN BODY REMOVAL 3 OTHER ADDITIONAL PROCEDURE
ENDGSCOPE: < — /- Bemadsj GO FLUORO. TIME:
] N J .

MEDICATION: )y re f| 5" pfony. 3.5 . STAFF: -
FINDINGS: ESOPHAGUS: Y ¢

Body: [ non-examined l:,é.normal

000208

EG-Junction: [_] non-examined ¢ nomal I

< -

=
STOMACH - Necwal (M YDA
Retrofiex: = C]'noﬁ-éxainiﬁéd""q(_'l Thermal T T T T T T T e

g s i, 217 -~ o)
{

Bedy: [T non-examined Qﬁ normal

Artrum: ] non-examined m normal
/4

Pylorus: [ non-examined EZ] normal
DUODENUM: [ non-examined [Z3 normal

‘OTHER:

ASSESSMENT: | was present for

ure insertion, visualization and withdrawal of the endoscope. These are my
impression(s) and assessment(s)

Novimot  Elole cafy

NL ECY - VL muyes
STAFF SIGNATURE

PROCEDURE SUPE



2 @

Plan for anesthesia: [=8 conscious sedation [ general anesthesia

= none

CONSULTATION-FIBEROPTIC SIGMOIDOSCOPY,
COLONOSCOPY AND ILEOSCOPY

oATE: 910198 age_2A  sex_(¥\ REFERRING PHYSICIAN
indications: .. Asd, 6),;:.:
Informed consent yes 3 no
Abnormal Diagnostic Data addressed: yes 3 no Hx and Physical yes 3 no
Risks/Benefits/Alternatives discussed: yes 3 no Blood product consent %es 3 no
Anesthetic History and Agents discussed: yes 03 no ASA Classification — 2~

TECH. DATA: BIOPSY: O yes px{'no

CYTOLOGY

& yes § no Pictures:

3 yes O no

ENDOSCOPE:C 140 (

POLYPECTOMY: [ yes 2 no

MEDIGATION: Dgpre AT (U f L STAFF:
ID é rined

FINDINGS: RECTOSIGMO

?fnormal

not examined

/ DRE Wo vuacet -

DESCENDING COLON —

fau; frep?

not examined £ normal
V4

not ( examinad}ﬁ nomal

TRANSVERSE COLON &

e R ISR R S e g

/\/6/‘4«\4*/ T ;Leo{m

ASCENDING COLON

not examined F normal

CECUM T3 not examined Fepemal.

000209

TERMINALILEUM—— e sxarmined f£3-nomal

assessment(s).

ASSESSMENT: | was present for procedure insertion, visualization,

and withdrawal of the endoscope. These are my impression(s) and
N os el Colonpa e ‘P"\

STAFF SIGNA

MU cOSm. s

ENDO
Yell

ID#
White-Medical Record

. n p—mem— g




OPERATIVE REPORT
DATE OF OPERATION: 03/23/99
PREOPERATIVE DIAGNOSIS: Infected ventriculoperitoneal shunt.
POSTOPERATIVE DIAGNOSIS: Infectéd ventriculoperitoneal shunt.
PROCEDURE: Removal of right parietal occipital ventriculoperitoneal shunt.
SURGEON: I o
ASSISTANT: I o
ANESTHESIA: General endotracheal.
ANESTHESIOLOGIST: _M.D.
COMPLICATIONS: None.
ESTIMATED BLOOD LOSS: 10 cc.
DRAINS: None.
DISPOSI‘I‘ION- h To post anesthesxa care umt m stablc condition.

R pileae R . e i > ot 3 o e R ST e L A . W S
STATEMENT OF MEDICAL |NECESSITY: ' The patient is a 29-year-old male who had a right paneto-occxpltal
ventriculoperitoneal shunt placed. This was converted to a programmable valve approximately two weeks ago. The patient then
developed abdominal discomfort. CT scan eventually showed a fluid collection in the abdomen. This was tapped as well as the
shunt reservoir. The fluid gr:i:‘rganisms consistent with infection. Therefore decision was made to remove the shunt which
entered in the right parietal occipital area into the right hemisphere cavity where the patient had previously undergone
hemispherectomy.

DESCRIPTION OF OPERAT

ON:

The patient was taken to the operating room where general

endotracheal anesthesia was induced. He was then placed in the supine position with all pressure points padded. The head was
placed in a horse shoe head holder and turned gently to the left. The previous right parietal occipital wound still has the staples
in. The surrounding area was shaved, prepped and draped in the usual sterile fashion. The staples in the middle portion of the
wound were removed -with hemostat-and-the-wound-was-opened .with-a self retaining-Gelpi-retractor.—The-Rickham reservoir

and the proximal shunt tubing
holding thre mechanism in place

well as the valve and additional shunt tubing were identified. The 4-0 Nurulon sutures that were
were cut and the intracranial portion, the Rickham reservoir, the valve and the distal tubing were

removed im entirety. There was clear fluid coming from the bur hole under low pressure.

--000210
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OPERATIVE ) REPORT

| .
The wound was then thoroughly;‘ irrigated with saline and then the portion of the wound that was reopened was closed with an
interrupted 3-0 nylon in a vertical mattress type suture. Sterile dressing was applied and the patient was then awakened and take

to the post anesthesia care unit + stable condition. .

D: 03/23/99 0832
T: 03£23/99; 0955

P— SR S B E- 5 s 2
N S S it s i e L .
- Lol e oo e, e o A
N TR R P NP L o

® |
- 000211
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MONTH
oA . PRE & POST ANESTHESIA SUMMARY

23
.|

PREOP DIAGNOSIS : HEMATOLOGY

r 129
L,v}tln&f‘u\ad s VP SLIAKJT Ml'ﬁk(?\'i?m —;—g’(ﬂ 36 3}: T 53
PROPOSED OPERATION AGE CHEMISTRY WL‘;;:;\»

. ‘3 A
rererd VP shed” 29 | . BFet )6 )
. J.5 29 o.L
=T tomen ;
3 Zb"w»s Sle e 7 >
‘ ‘ wT OTHER (Allergy, Endocrine)
&AW‘ Mm?ﬂ NKEDA

l&g'%"‘” | 1 TUpracghtic ok g

»

C)((Z, 7,‘,‘( DRUG,‘(HERAPY -{"‘4' fW it
CARDIOVASCULAR ¥ v el Onsrt
g:‘?‘/ CQ-H&?! l‘hﬁ-
“"H'\ "‘ Lc/
PREVIOUS A§ESTH AMILY HX \
- . YEFE ¢
el ‘J'gt CTRBBB L e s el sii e | VP 'SL«""" - @A = A

G$ RDINTESTINAUHEPATICIRENAL

ASA12(‘3)455

| have discussed anesthesia with this a/
. Patient [ Spouse O Family Parent
n.ﬂ l’#&{: Ccrgc-Lel'-" PREMEDICATIONS
[ 1|
el n&, k‘:g i3 OO g e |
~e ) ) -)L iy "‘
c
%%";3“0%"“’ %"?‘”ﬁ?;]ﬁ'& thet i Lomidfhgrch 7 P SIP VP SL

('r-e/-f‘w .

64‘- i f?&‘t‘-« va\f"\wd }

. POST-OPERATIVE NOTE N 5-&2, Time 62(0'0 7
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MONITORS
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-0x
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[ ART UINE
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0 OTHER:
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PREMEDICATIONmo T o

ANTIBIOTIC 6/;,,,‘_1__* 2o

TIME

] PRONE
O LATERAL
) UTHOTOMY

POSITION
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O SITTING
0 JACKNIFE
O OTHER

HR
AR >
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LOC: OAln Qfsm DOriented x3  [IDisoriented  [J Drowsy O Sedated 0 Unresponsive

Skin Condition: [ naact $fWamDry  OCoolMoit  [)Cyanotic  [JRed/Excoriated

Muscolo/Skeletal: O Full ROM Aimited ROM [ Prosthesis [ Other

Cardio/Pulmonary: (Minremarkable O SOB OTachETT OO0,

Drains/Packs: shva O Fokey ONGT O Chest Tube  Type Site Drainage

Linis OcVSwn|  Dameial  RPeipbenlVOTye sie (L rzenil>

Prychosocial: R Caim O Anxious O Apprebensive
‘ ot limitation (] Language barrier (] Hearing impaired (] Visually impaired

c®NA ¥ Genenal O Epidunal [J Local
CRNA  DOlSpinal Block Type:
CRNA  [OJIV Sedation

Pre-Op Dx: Y /  Sheiiar Lo rio?

rould

Pu'd
Cature (/)

onm-/ }/// 000214

ol -

T

Implanis KNone [ Yes: See Implant Record
4

Please Do Not Separate
Page 1 of 3




PATIENT

VISIT #
PMH MRN
DOB
SEX

!

es so ee he e
!
|

" oo

ADM DATE:
PT LOC :
ROOM :

FINAL

REFERRING PEYSICIAN

EXAM: DATE: TIME: ACCESSION #
SPECIAL PROCEDURE 03/25/99, 1541 _
REPORT
CLINICAL HISTORY:
. A 29-year-o0ld man needing long-term IV access.
TECHNIQUE:

Informed consent was obtained from the patient’s wife. The patient was placed
3n a supine position on the fluoroscopy table. The patient’s left upper
extremity was prepared in the usual sterile manner. Lidocaine was utilized
for local anesthesia. Using ultrasound guidance through a micropuncture
needle, said access to the left basilic vein was obtained. Using exchange
technique, a PICC line was placed with its tip near the atriocaval junction.

The patient suffered no post procedure complications.

e ediRae a3 el e e L E e s B A L NN T L WL I e AR e

E e kAo o
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I A

PATIENT :
MRN s
VISIT #
PMH MRN :
DOB

_..]. SEX :
-ADM MD

3
[ ,
8 :

ISR —— LIRS I e g £ T et SR

o EXAM: DATE: TIME: ACCHy
SPECIAL PROCEDURE 03/25/99 1541 ﬂ

IMPRESSI/ON

PICC line placement.

D: 03/25/99; 1644
BRSSP [ -) -

=

‘-~

I personally reviewed the film(s) and the report above ang concur.

SIGNED BY:
RESIDENT ID:

...

S: 30MAR1999

*** THIS DOCUMENT HAS BEEN REVIEWED AN_D,/_S—;GNED ELECTRONTItiar 1,y **=

. 000216
MEDICAL RECORDS COPY PAGE : 2
ADM DXS CODE: - END OF REPORT
roru # : [N




‘ ‘noaandc)n{ /N

Pulses: p),

DP - R L

PT -R L

Other - R L
Special Conditions

Pre-op Teaching: /N
Permit Signed: i 7N
Labs: fo &.W Y/N
Creat -
4 PTPTT -z
Giu -

Chart and History Revieweq.z/

othef - —
‘ IV Access - Type: MJ)

A @Wxﬂjl Site:@m_ Alergies__ AOIC A

Preg Status:

nvasive Lines - Y @ Type:

/
NPO:@N

. Hemodynamicorips-v@

Approacmcff) QW

Pre-op Dx: ///7/14/‘ X3

Post-op Dx:

Aok FUC Z/,m /v Tx

Angio In: _Li_ﬁ___

out L

/ s
(Qaj End:

rt: __!S 3 < Cath/Sheath Out:

/551
i 'égéigent:
R.N.:

Tech:

Anesthetic: 0 Gen 0O Loc ﬁona O IV Sedation

Manufacturer Lot No. Serial No.

Coa I

000217
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‘DATE 03/20/99 03718799 03/16/99
TIME 0125 0614 1225
DAY SAT THU TUE

PROCEDURE UNITS REFERENCE RANGE
BLOOD COUNT
WBC X 1073 9.1 9.9 9.0 /ulL [4.1-10.9]
RBC X 1076 3.91L 3.76L 4.34 /uL [4.30-5.90]
HGB 12.1L 11.5L ,13.0L g/dl [13.2-16.2]
HCT 34.9L 33.7L 38.7L % [40.0-52.0]
MCV 89.1 89.5 89.2 FL [82.0-100.0])
MCH 30.8 30.5 30.0 _ DG [26.5-34.0)}
MCHC 34.6 34 4.7 33.6 g/dl [31.8-35.1]
RDW 1SD 11.2 11.6 11.8 % [< 14.5]
PLATELET COUNT
PLT X 1073 299 236 199 /uL [140-440]
MPV 6.5L 6.5L 6.6L FL [6.7-10.2]
DIFFERENTIAL
TOTAL NEUT % [37.0-73.0]
TOTAL NEUTS$ MAN o N [37-73]
BANDS % 22H 9 % [0-10] -
LYMPH % 5.8L % [20.0-46.0]
LYMPH $ MANUAL 14L- 12L % [20-46]
MONO % 5.3 % [2.0-12.0]
MONO % MANUAL 4 10 % [2-12]
EOS % 1.5 % [0.0-5.0]
EOS % MANUAL 1 1 % [0-5]
BASO % 0.1 % [0.0-2.0]
BASO % MANUAL 0 0 $ [0-2]
TOTL NEUT X1073 7.9H /uL [2.0-5.0]
TOTL NEUT X103 7.4H 7.6H u/L [2.0-5.0]
LYMPH # X10°3 .5L /ul [1.3-3.0]) -
LYMPH# MANx10"3 1.3 1.2L u/L [1.3-3.0] T
MONO #- X103 b Tl R T it
MONO # MANX10~3 0.4 1.0
EOS # X10~3
EOS # MAN X1073 0.1 0.1

BASO # X10"3

Legend:

L = Low, H = High

LABORATORY REPORT

CONTINUED ON NEXT PAGE

PAGE:

[0.0-0.2]
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DATE [03/20/99 03/18/99 03/16/99

TIME 0125 0614 1225

DAY SAT THU TUE
PROCEDURE UNITS REFERENCE RANGE
DIFFERENTIAL
BASO # MANX10~3 0.0 0.0 u/L [0.0-0.2]
MORPHOLOGY :
RBC MORPHOLOGY NORMAL* NORMAL*

DATE [03/15/99  03/037.99° 02/27/99 -

TIME 0130 2123 1230

DAY MON FRI SAT
PROCEDURE UNITS REFERENCE RANGE
BLOOD COUNT
WBC X 10”3 9.6 4.8 /uL [4.1-10.9]
RBC X 106 4.59 4.72 /uL [4.30-5.90]
HGB 14.1 14.3 G/DL [13.2-16.2]
HCT 40.9 41.6 % [40.0-52.0]
MCV o 89.2 88.1 FL [82.0-100.0]
MCH - - s o0 st sabdy 30, B - = x: PG s 265734 . Q) asmeore zimme.
MCHC 34.6 34.3 G/DL [31.8-35.1]
RDW 1SD 12.2 12.2 % [< 14.5)
PLATELET COUNT
PLT X 1073 i88 186 226 /uL [140-440]
MPV 6.6L 6.0L FL [6.7-10.2]

!/
DIFFERENTIAL .
TOTAL NEUT % 61.7 % [37.0-73.0]
TOTAL NEUT$ MAN 89H % [37-73)
SEGS % 75H % [37-73]
BANDS--$ i LAH it s e i e i x o S [0=-10]_ B i
LYMPH % 26.4 % [20.0-46.0]
LYMPH % MANUAL 8L % [20-46)
MONO % 7.5 % {2.0-12.0]
MONO % MANUAL 2 % [2-12]
Legend: 000219
L = Low, H = High, *|= Abnormal
CONTINUED ON NEXT PAGE PAGE: 2
LABORATORY REPORT DISCHARGE FINAL MEDICAL RECORDS
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EMATOLOG)

s SO B et YA

DATE 03/15/99 03/05/99 02/27/99

TIME 0130 2123 1230

DAY MON FRI SAT
PROCEDURE UNITS REFERENCE RANGE
DIFFERENTIAL
EOS & 3.0 % [0.0-5.0]
EOS $ MANUAL 1 % [0-5]
BASO % . 1.4 % [0.0-2.0]
BASO % MANUAL 0 % [0-2]
TOTL NEUT X1043 2.9 /ulL [2.0-5.0]
TOTL NEUT X1073 8.5H P ~u/L [2.0-5.0]
LYMPH # X10-3 S 1.3 /uL [1.3-3.0]
LYMPH# MANx1073 0.8L u/L [1.3-3.0]
MONO # X103 0.4 /ulL [0.1-1.0]
MONO # MANX10"3 0.2 u/L [0.1-1.0)
EOS # X10°3 0.1 /ul [0.0-0.3]
EOS # MAN X1073 0.1 u/L [0.0-0.3]
BASO # X1073 0.1 /ul [0.0-0.2]
BASO # MANX10+3 0.0 u/L [0.0-0.2)]

MORPHOLOGY
RBC MORPHOLOGY

R A TN, R,

L fmo

Legend:
L =

LABORATORY RE

Low, H = High, * =

000220 ..

Abnormal

CONTINUED ON NEXT PAGE PAGE: 3
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DATE 03/13/99 03/712/99 03/12/98%
TIME 0520 1100 0708
DAY SAT FRI FRI
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATIO
PROTIME 12.9H 12.4 12.9H second [10.5-12.8]

A new Protime
It is more s
longer, but t

INR
THE INR (INTERNAT
FOR PATIENTS ON S

1.1

reagent is in use as of 12/03/98.
sitive with an ISI of 1.02. Protime results in seconds may be
ere is no change in therapeutic INR (2.0 - 3.0).

N P O § - INR

ONAL NORMALIZERRATIO) IS INTENDED
ABLE LONG TERM ORAL ANTICOAGULANT

THERAPY. INR VALUES SHOULD APPROXIMATE 2.0 TO 3.0

IN MOST CASES,

ANTICOAGULATION.
PTT

THERAPEUTIC RANGE

51.3H

2.5 TO 3.5 FOR HIGHER INTENSITY OF

47 .4H 56.4H second [22.0-35.0]

FOR UNFRACTIONATED HEPARIN: 40 - 80 seconds

DATE 03/11/99 03/11/99 03/711/99
TIME 2300 1840 1125
DAY THU THU - THU
PROCEDURE . . o . e UNITS REFERENCE RANGE _
ROUTINE COAGULATION
PROTIME 12.1 12.6 12.8 second [10.5-12.8}
INR 1.0 1.1 1.1 INR
PTT 48.4H 47.3H 49.5H second [22.0-35.0]
/

—— SRR eI L TORER o TRt et et 25 2 ‘
Legend: -
H = High o

CONTINUED ON NEXT PAGE PAGE. 4

LABORATORY RE

PORT
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DATE 03/11/99 03/7/10/99 03/10/99%
TIME 0225 1140 0525
DAY THU WED wWED
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 12.8 12.8 12.6 second [10.5-12.8]
INR 1.1 1.1 1.1 INR
PTT 26.3 .26.0 second [22.0-35.0]

PTT >100 SECCE second [22 o
03/11/99 0225 TICAL RESULTS CALLED TO_,03/11/99 03:12,

-

DATE 03/09/99 03/02?99*"03/09/99
TIME 2340 1732 1255
DAY TUE TUE TUE
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 12.4 12.3 12.5 second [10.5-12.8)
INR 1.1 1.1 1.1 INR
PTT 55.1H 42.1H 27.0 second [22.0-35.0]
DATE |03/09/99  03/08/99  03/08/99 '
- sk PTME S (7] Bedbatus. 3 () (tteuion] 8 5 SMmramon i el <
DAY TUE _MON ___MON -
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 13.3H 13.0H 12.8 second [10.5-12.8]
INR 1.1 1.1 1.1 INR
PTT 63.7H 59. OH 60.0H second [22.0-35.0]
i S i i 3 e TRrrrs o s ST s
000222
Legend:

H = High, C = Critic

,

£ = Footnote )
CONTINUED ON MNEXT PAGE PAGE: 5
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iCOAGULATION
DATE 03/08/99 03/08/99 03/07/99 }
TIME 1125 0440 2330
DAY _MON MON SUN
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 13.1H 13.3H 13.0H second [10.5-12.8]
INR 1.1 1.1 1.1 INR
PTT 70.3H 64.4H .64.9H second [22.0-35.0]
DATE 03/07/99 03/07/99 63/07/99
TIME 1820 1219' . 0414 -
DAY __SUN  __  SUNf-—" SUN
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 12.9H 12.6 12.6 second [10.5-12.8])
INR 1.1 1.1 1.1 INR
PTT 61.3H 47.3H 61.0H second [22.0-35.0]
DATE 03/06/99 03/06/99 03/06/99
TIME 2300 1745 1140
DAY sa SAT SAT L
PROCEDURE e - e nOsEaR e o o of b W SRV Cmoh | sy s des B . gt S UNITS&;-REFMCE.RANGEW»
ROUTINE COAGULATION .
PROTIME 12.7 12.4 12.3 second [10.5-12.8]
INR 1.1 1.1 1.1 INR
PTT 56.5H 49.0H 36.6H second [22.0-35.0]
/
\:.;
_ = : . S P
000223
Legend: h
H = High o
CONTINUED ON NEXT PAGE PAGE: 6
LABORATORY REPORT DISCHARGE - FINAL MEDICAL RECORDS
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DATE |03/06/99 03/06/99 03/05/99

TIME 0430 0300 2123
DAY SAT SAT FRI
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION :
@ THROMBIN TIME FOOTNOTE* £ second [14.0-18.0) _z
03/05/99 2123 THROMBIN TIME >60 SECONDS REFERENCE RANGE:14-18 ;
RESULTS CALLED IN _ RN 03/06/99 03:28
PROTIME 12.8 second [10.5-12.8]
INR 1.1 INR
PTT 64.8H = _second [22.0-35.0] ]
FIBRINOGEN S-7*7 148.0L MG/DL [150.0-400.0] ‘
D-DIMER <0.5 [<0.5]
DATE (03/05/99 03/05/99 03/05/99
TIME 1855 1219 0530
DAY FRI FRI FRI
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 13.5H 13.3H second [(10.5-12.8])
PROTIME y 13.5H ) second [10.5-12.8] :
INR e B e e 5 1 o )
' PT 1:1 12.6 second [10.5-12. 8] ‘
a PTT 60.1H 69.4H 80.8H second [22.0-35.0]
/
W
_____ < el e o e .
Legend: S
L = Low, H = High, * = Abnormal, f = Footnote ) ,
CONTINUED ON m'r PAGE PAGE: 7
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OAGULATION:
DATE D3/05/99 03/04/99 03/04/99 ’
TIME 0500 1900 1135
DAY FRI THU THU
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
3 PROTIME 13.4H 12.9H 12.9H second [10.5-12.8)
RS INR 1.2 1.1 1.1 INR
PTT 56.1H -35.3H second [22.0-35.0])
DATE 03/04/99 03/04/99 03/04/99
TIME 0518 0430 0020 -
DAY THU THE THU
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 13.4H 13.0H second [10.5-12.8}
INR 1.2 1.1 INR
PTT 56.1H 66.8H second [22.0-35.0]
DATE 03/03/99 03/03/99 03/03/99
TIME 2320 1743 1110
... bay _|_WED __WED __WED o
PROCEDURE T e e T S P EPERENCE “RANGE ~ 55
ROUTINE COAGULATION
PROTIME 12.4 13.1H 13.8H second [10.5-12.8]
INR 1.1 1.1 1.2 INR
PTT 38.3H 55.3H 53.0H second [22.0-35.0]
/
000225
Legend:
H = High .
com'xm ON NEXT PAGE PAGE~ 8
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DATE  03/03/99 03/02/99  03/02/99 ’
TIME 0430 2300 1800
DAY WED TUE TUE
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
£ PROTIME 13.5H 13.2H second [10.5-12.8]
é;) INR 1.2 1.1 INR
PTT 45.7H S1.4H .51.9H second [22.0-35.0]
DATE [03/02/99 03/02/99 03/02/99
TIME 1700 1130 . 0510 -
DAY TUE ___ TURE-T TUE
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 13.4H 14.1H 13.9H second [10.5-12.8] i
INR 1.1 1.2 1.2 INR i
PTT 51.4H 62.2H second [22.0-35.0] ;
DATE 03/01/99 03/01/99 03/01/99 f
TIME 2305 1726 1222 {
DAY _MON MON MON :
PROCEDURE ~ "~ &3 A b oS e b L SR SER AR *QW{JNITS%REMEMEM. l
~  ROUTINE COAGULATION i
PROTIME 14.2H 13.2H 14.4H second [10.5-12.8] ‘
INR 1.2 1.1 1.2 INR
PTT 47.8H 49.5H 52.5H second [22.0-35.0]
/
_ = PR L33 Ao T o i T = o e 7= vt 3
000226 _
Legend: '
= High o ,
cour:uu:n ou NEXT rna: PAGE. 9
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DATE [03/01/99 02/28/99 02/28/99
TIME 0420 1915 1105
DAY MON SUN SUN
PROCEDURE UNITS REFERENCE RANGE .
ROUTINE COAGULATION
{3’ PROTIME 14.6H 15.1H 16.4H second [10.5-12.8]
% INR 1.3 1.3 1.4 INR
PTT 51.7H 46.4H .37.8H second [22.0-35.0)
DATE (02/28/99 02/27/99 02/27/99
TIME 0515 1900 1230 -
DAY SUN SAgf.. 7 SAT
PROCEDURE UNITS REFERENCE RANGE
ROUTINE COAGULATION
PROTIME 16.6H 21.2H 24.2H second [10.5-12.8]
INR 1.4 1.8 2.1 INR
PTT 46.3H 33.2 second [22.0-35.0]
PTT >100 SECCE second [22 -

35
02/27/99 1900 QRITICAL RESULTS CALLED TO -AT-02/27/99 20:31; *
RESULTS REPEATED AND VERIFIED.

Legend:
H = High, C = Critical,

LABORATORY REPORT

000227

f = Footnote

CONTINUED ON NEXT PAGE PAGE: 10
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DATE 03/18/99 03/14/99 02/27/99

TIME 1200 2100 2215
DAy THU SUN SAT

PROCEDURE UNITS REFERENCE RANGE
MACROSCOPIC

@ COLOR YELLOW YELLOW STRAW

< APPEARANCE CLOUDY* CLEAR CLEAR [CLEAR]

CHEM STRIP
GLUCOSE NEGATIVE NEGATIVE _ NEGATIVE - [NEGATIVE]
BILIRUBIN NEGATIVE NEGATI\IE = ‘NEGATIVE [NEGATIVE]
KETONES NEGATIVE NEGATIVE NEGATIVE [NEGATIVE]
SPEC GRAVITY 1.025 1.015 >=1.030* [SG REF]
BLOOD NEGATIVE NEGATIVE NEGATIVE [NEGATIVE]
PH 7.5 7.5 6.0 [4.5~-8.0]
PROTEIN TRACE* NEGATIVE NEGATIVE [NEGATIVE]
UROBILINOGEN 0.2 0.2 0.2 [0.2-1.0]}
NITRATE NEGATIVE NEGATIVE NEGATIVE [NEGATIVE]
LEUKO ESTERASE NEGATIVE NEGATIVE NEGATIVE [NEGATIVE]
MICRO NEEDED? NO

MICROSCOPIC ANALYSIS IS NOT INDICATED WHEN MACROSCOPIC AND CHEM STRIP TESTS
_ARE NEGATIVE. MICROSCOPIC EXAM WILL BE DON'E‘WHEN ANY U'RINE MACROSCOPIC OR
- % CHEM' STRIP TEST IS POSITIVE.® — A - ) R

MICROSCOPIC ;
SQUAMOUS EPITH NONE 0-2 [0-2 /LPF] .
WBC/HPF 0-4 NONE [0-4 /HPF]
RBC/HPF NONE NONE [0-3 /HPF]
BACTERIA 2 +* NEGATIVE, [NEGATIVE]
FINE GRAN CAST 0-3* [NEG/LPF]}
AMORPHOUS 4 +* 1 +* [NEG/LPF)

e e oz !
Legend: Ty

* = Abnormal '
COMINUE ON NEXT PA.G! PAGE 11
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DATE |03/20/99 03/20/99
TIME 1645 1330
DAY SAT SAT
PROCEDURE
CSF ANALYSIS
CSF SOURCE CSF
CSF TUBE # TUBE 2
CSF COLOR YELLOW* .
CSF APPEARANCE HAZY* .
CSF XANTHOCHROM 34%
CSF WBC COUNT 22H
CSF RBC 3938H""
CSF NEUT $% 3
CSF LYMPHS$% 82H
CSF MONO/MACRO% 15L
CSF GLUCOSE 88H
CSF PROTEIN 689HE

03/20/99 1330

BODY FLUID ANALYSIS. . .

FLUID SOURCE =%
03/20/99 1645

FLUID COLOR

BF APPEARANCE

BF RBC COUNT

BF WBC COUNT

BF NEUT %
03/20/99 1645
UNAEL
STATL
BF LYMPHS %

BF MONO/MACRO%

-

RESULTS REPEATED AND VERIFIED
SPECIMEN XANTHOCHROMIC

DOMINAL FLUID
YELLOW

HAZY*
260

*i

3LE TO PREFORM DIFF DUE TO PROTEIN MESH
INING OF CELLS.

rooToTE-

. e

i B T S e i

UNITS REFERENCE RANGE
[NO COLOR]
. MM3 [0-5]
MM3 {0-0]
% [2-4]
% [40-80]
% [20-40])
mg/dl [40-70]
mg/dl [12-60]

e Sl sl AN

R
—

INTERFERENCE PREVENTING ADEQUATI

APPEARS TO PREDOMINANTLY NEUTROPHILS.

Legend:

L = Low, H = High, *

LABORATORY REPORT

= abnormal, £ = Footnote
CONTINU!D Oﬂ NEZT PAGE
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DATE (03/24/99  03/18/99  03/17/99 i

TIME 0500 0614 1500

DAY WED THU WED
PROCEDURE UNITS REFERENCE RANGE
ELECTROLYTES
SODIUM 137 137 136L mmol/L [137-145)
POTASSIUM 4.2 3.8 3.9 mmol/L [3.6-5.0]
CHLORIDE 100 99 . 99 mmol/L [98-107]
co2 29 29 26 mmol/L [22-30]
ANION GAP 8 9 [8-16]

"e'..a"" -
INORGANIC/ORGANIC
GLUCOSE 98 135H mg/dl [65-105]
CREATININE, SER 0.6L 0.6L 0.7L mg/dl  [0.8-1.5]
BUN SERUM 6L 6L 6L mg/dl [9-20)
CALCIUM 8.5 8.6 mg/dl [8.4-10.2]
PHOSPHORUS 4.7H 3.5 mg/dl  [2.4-4.4)
BILIRUBIN TOTAL 0.9 mg/dl  [0.2-1.3)
TOTAL PROTEIN 5.7L g/dal [6.3-8.2]
ALBUMIN 2.7L g/dl [3.5-5.0]
MAGNESIUM 1.7 1.3 mmol/L [1.3-1.9]
R SRR U P EX BNCASE. i e s ol ot T SR 2" L S P T. . I
ENZYMES B
ALT 29 U/L [21-72]
AST 10L U/L [17-59]
ALK PHOS 114 U/L [38-126]
GGT 419H U/L [15-73]
AMYLASE <30* U/L [30-120]
LIPASE 42 U/L [23-300]
/
o o i s oo e UmsSi i o o gt ol oo pSWCeSRslopSoi o sl kg -
000230
Legend: ‘
L = Low, H = High, *|= Abnormal . .
CONTINUED ON NEXT PAGE PAGE: 13
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DATE 03/14/99 03/05/99 02/27/99
TIME 1920 2123 1230
DAY SUN FRI SAT
PROCEDURE UNITS REFERENCE RANGE
ELECTROLYTES
SODIUM 140 MMOL/L [137-145]
POTASSIUM 4.0 MMOL/L [3.6-5.0]
CHLORIDE . 101 MMOL/L [98-107])
co2 35H MMOL/L [22-30]
ANION GAP 4L MMOL/L [8-16]
INORGANIC/ORGANIC ’
BILIRUBIN TOTAL 0.6 0.4 MG/DL [0.2-1.3]
TOTAL PROTEIN 6.7 G/DL [6.3-8.2]
ALBUMIN 3.7 G/DL [3.5-5.0]
ENZYMES
ALT 70 94H U/L [21-72]
AST 15L 31 U/L [17-59]
ALK PHOS 88 87 U/L [38-126] .
GGT 181H 182H e U/ 115-73)
AMYLASE - - ° : a2, s R e A SR g 7] /], 245088 [ 3027 20] s, R de ot
LIPASE 48 u/L [23-300] ~
/
000231
Legend:
L, = Low, H = High

LABORATORY REPORT

CONTINUED ON NEXT PAGE
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>

VANCO TROUGH -3+ el

THERAPETU
TOXIC: G

JTIC RANGE: 5 10 UG/ML

DATE 03/25/99 03/24/99 03/24/99
TIME 0600 0500 0230
DAY “THU WED WED
PROCEDURE UNITS REFERENCE RANGE
ANTIBIOTICS
ff’ VANCO PEAK 18.4L ug/ml
% THERAPEUTIC RANGE: 30-40 UG/ML
TOXIC: GREATER THAN 80 UG/ML .
ANTICONVULSANTS Fo -
PHENYTOIN 11.9 al2L ug/ml
THERAPEUTIC RANGE: 10-20 UG/ML
TOXIC: GREATER THAN 25 UG/ML
DATE |03/23/99
TIME 2330
pay | TUE
PROCEDURE UNITS REFERENCE RANGE
ANTIBIOTICS

SREATER THAN 80 UG/ML

e e T S o R g e g ks N e e o mNers

Legend:
L = Low

LABORATORY RI

EPORT

000232

CONTINUE'D ON m'r PAGE PAGE: 15
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;_W.ERAEQJ?S*Q'ESEJNG: v

DATE [03/20/99 ’

TIME 1735

DAY __SAT
PROCEDURE UNITS REFERENCE RANGE
HEPATITIS C AB TIVE [NEGATIVE]
HBsAg TIVE [NEGATIVE]
HAV AB IGM GATIVE . [NEGATIVE]
ANTI-HBs NEGATIVEE [NEGATIVE]

03/20/99 1735 QUANT ANTI-HBS RESL 0. 00 MIU/ML
COMMENT: NOT IMMUNE . -
mm@aacsauasswr
03/20/99 1654 ROUTINE FUNGAL CULTURE
03/20/99 1403 STERILE SITE CULTURE
w reouesT (GG HEMOGRAM + PLT + DIFF 03/17/99 1801
/
000233
Legend:
f = Footnote .
CONTINUED ON NEXT PAGE PAGE: 16
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DUPLICATE
RN REQUEST
RN REQUEST
DUPLICATE

RN REQUEST
RN REQUEST
RN REQUEST
RESCHEDULE
RN REQUEST
RN REQUEST

DUPLICATE

co mhoe s oMRE »z'" N

BLOOD CULTURE

PARTIAL THROMBOPLASTIN TIME  02/27/99 2319
INR GROUP 02/27/99 1341
PARTIAL THROMBOPLASTIN TIME 02/27/99 1341

PARTIAL THROMBOPLASTIN TIME 02/27/99 2319

INR GROUP 02/27/99 1341
_PARTIAL THROMBOPLASTIN TIME  02/27/99 1341
_ _.. . INR GROUP _ 02/27/99 1214
- PARTIAL THROMBOPLASTIN TIME 02/27/99 1214
INR GROUP 02/27/99 1214
PARTIAL THROMBOPLASTIN TIME 02/27/99 1214
PARTIAL THROMBOPLASTIN TIME 02/27/99 1214

R e R

COLLECTED:

03/20/95 0150

SOURCE: BLOOD RECEIVED: 03/20/99 0304
BLOOD RT HAND SET#2 STARTED: 03/20/99 0500
------- FINAL REPORT-------
03/25/99 0942
NO GROWTH AT 5 DAYS
000234
CONTINUED ON NEXT PAGE PAGE: 21
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BLOOD CULTURE
SOURCE: BLOOD
BLOOD RA

NO GROWTH AT 5 DAYS

COLLECTED:
RECEIVED:
STARTED:

03/20/99
03/20/99

C #1 SET 03/720/99

0125
0302
0500

URINE CULTURE _ _COLLECTED: 03/20/99 0816
SOURCE: URINE ) RECEIVED: 03/20/99 0816

URINE STARTED: 03/20/99 0953

------- FINAL REPORT-------
03/22/99 0807
NO GROWTH
e A B e P S MR e 535 TR, *.k ...... e e g
/
PAGE: 22

LABORATORY RI

CONTINUED ON NEXT PAGE
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IEBODYFIUIDS

STERILE SITE I COLLECTED: 03/20/99 1500
SOURCE: ABDOMINAL FLUID RECEIVED: 03/20/99 1654
ABD FLUID STARTED: 03/20/99 1700

----STAINS/PREPS REPORT---
GRAM STAIN 03/21/99 0759

FEW WBC'S SEEN

NO ORGANISMS SEEN

03/25/99 1524

ONE COLONY STAPHYLOCOCCUS EPIDERMIDIS
ONE COLONY CORYNEBACTERIUM SPECIES NO?igE;KEIUM -

gl
2.

- 37
FINALIZED IN ERROR. CULTURE WILL BE HELD FOR 2 WEEKS.

~-SUSCEPTIBILITY REPORTS--

STAEPI MIC INTERP COST/UNITS __NOTES
OXACILLIN >2 R §
GENTAMICIN <=1 s $$ LEVELS AFTER 3RD DOSE
VANCOMYCIN <= S  $ss
CIPROFLOXACI >2 R $$588$ FACULTY SIGNATURE WITHIN 24 HR
SXT <=2/38 s s$
RIFAMPIN <=1 s S
TR ILE ST e COLLECTED 03720799133 p-smE—. |
SOURCE: CEREBROSPINAL FLUID RECEIVED: 03/20/99 1403 :

CSF STARTED: 03/20/99 1406

----STAINS/PREPS REPORT---
GRAM STAIN 03/20/99 1429

RARE WBC'’S SEEN
NO ORGANISMS SEEN

----PRELIMINARY REPORT----
03/21/99 0750

NO GROWTH TO DATE

SR —

000236

CONTINUED ON NEXT PAGE PAGE: 23
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6;)

ANAEROBIC CULT
SOURCE: ABDOMINAL FLU]
ABD FLUI

H
°b

----STAINS/PREPS RE
GRAM STAIN 03/22/99 1339
FEW WBC’S SEEN

NO ORGANISMS SEEN

03/25/99 1432

NO ANAEROBES ISOLATED AFTER FIVE DAYS

COLLECTED: 03/20/99 1500
RECEIVED: 03/20/99 1654
STARTED: 03/20/99 1700

PORT---

CLOS DIFF
SOURCE: STOOL
STOOL

03/19/99 1646

COLLECTED:
RECEIVED:
STARTED:

03/18/99 1230
03/18/99 1340
03/18/99 1340

% o pg? | pipwgn Cw s Son Sovee B

NO C. DIFFICILE TOXIN-DETECTED “Hsifinatioe o m oo

ANALYSIS PERFORMED AT

CONTINUED ON NEXT PAGE

000237/

PAGE: 24
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ROUTINE FUNGAL _ COLLECTED: 03/20/99 1500
SOURCE: ABDOMINAL FLUID RECEIVED: 03/20/99 1654
ABD FLUID STARTED: 03/20/99 1700

CULTURE IN PROGRESS

----PRELIMINARY REPORT----
03/21/99 1214

‘REFERENCEL

03/05/99 TIM
03/20/99 1735 HEP
03/20/99
03/20/99

{(THROMBIN TIME)

(HEPATITIS C AB)
(ANTI-HBs)
(HBsAg)

03/20/98 (HAV AB IGM)

03/18/99

PR X T .

19

"y

By .

GENERIC NAME TRADE NAMES ;
OXACILLIN BACTOCILL f
GENTAMICIN JENAMICIN §
VANCOMYCIN VANCOLED LYPHOCIN j
CIPROFLOXACIN :
SXT SEPTRA COTRIM SULFATRIM
SULFATRIM HELVEPRIM
RIFAMPIN RIMACTANE
™
SN = ks i e o ans k

LABORATORY REPORT

END OF REPORT
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03/20/99 1654 ROUTINE FUNGAL CULTURE

STERILE SITE
SOURCE: ABDOMINAL FLUID
ABD FLUID

GRAM STAIN
FEW WBC'S SEEN
NO ORGANISMS SEEN

: 03/20/99 1500
RECEIVED: 03/20/99 1654
: 03/20/99 1700

——--STAINS/PREPS REPORT---
_03/21/99 0759 _

* .-

04/03/99 0855

ONE COLONY STAPHYLOCOCCUS EPIDERMIDIS

ONE COLONY CORYNEBAC

ﬁO ADDITIONAL GROWTH

Omcmmfmwm>2amm.R;. $ e B e i U "*'**mw@r
GENTAMICIN <=1 s $$ LEVELS AFTER 3RD DOS
VANCOMYCIN <=2 s $$$
CIPROFLOXACIN >2 R $88$$ FACULTY SIGNATURE WITHIN 24 HR
SXT <=2/38 s $$
RIFAMPIN <=1 s §

STERILE SITE
SOURCE: CEREBROSPINAL FLUID

GRAM STAIN
RARE WBC'S SEEN

UM SPECIES NOT JEIKEIUM

ER 2 WEEKS.

—-SUSCEPTIBILITY REPORTS--

COLLECTED: 03/20/99 1330
RECEIVED: 03/20/99 1403

/

NO ORGANISMS™ SEEN

NO GROWTH AFTER TWO WEEKS

CSF STARTED: 03/20/99 1406
—---STAINS/PREPS REPORT---
03/20/99 1429
------- FINAL REPORT-------
04/03/99 0950
000239
PAGE: 1

LABORATORY REPORT

CONTINUED ON NEXT PAGE
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GENERIC NAME TRADE NAMES -

OXACILLIN PROSTAPHLIN BACTOCILL

GENTAMICIN GARAMYCIN JENAMICIN

VANCOMYCIN VANCOCIN VANCOLED LYPHOCIN

CIPROFLOXACIN CIPRO ‘

SXT BACTRIM SEPTRA COTRIM SULFATRIM
UROPLUS SS SULFATRIM HELVEPRIM
RIFADIN RIMACTANE

RIFAMPIN

Sy e S T e g :
o et T S b B

& e
R

LABORATORY RE

000240
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3

03/20/99 1654 ROUTINE FUNGAL CULTURE PRELIM .

ROUTINE FUNGAL ‘ 99-079-0322 COLLECTED: 03/20/99 1500
SOURCE: ABDOMINAL FLUID RECEIVED: 03/20/99 1654
ABD FLUID . STARTED: 03/20/99 1700
‘ ~----PRELIMINARY REPORT----
04/06/99 1303 _
NO GROWTH TO DATE . ST

R T G e G S (A B

oo m e a e o iee o e et b Mo s oS i e e e i sl B S s

000241
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PATIENT
e | MR -
VISIT # :
PMH MRN :
DOB

SEX

ADM MD
ADM DATE
PT LOC
ROOM :

4o o0

CORE T T

Ja

FINAL ' -

s e |
EXAM: DATE: TIME:
CT HEAD WO/CONT 02/27/99 1547

REPORT
DATE OF SERVICE:
02/27/99; 1547.

PROCEDURE PERFORMED: .
CT head. .

REFERRING PHYSICIAN: .

CLINICAL HISTORY:
A 29-year-o0ld male status post partial right hemispherectomy for follow-up of
shunt.

TECHNIQUE:

Serial axial images were obtained of the head from the level of the foramen
magnum to the vertex without the use of an intravenous contrast agent. Bone
windows were obtained as well.

FINDINGS:

No prior studies”are available-for-comparison at-this:time:= The patient isie s

status post right frontotemporal parietal craniotomy for apparent partial
right hemispherectomy. Portions of the basal ganglia and thalamus are still
present on the right as well as the region of the uncus and posterior,
inferior and medial aspect of the frontal lobe. A ventricular shunt catheter
is seen with coursing through the right hemispheric CSF collection. There is
asymmetry of the lateral ventricles, the left larger than the right with left
to right midline shift. There is moderate prominence of the inferior third
ventricle as well as the frontal and temporal horns on the left. The fourth
ventricle is unremarkable. Thin/, low density extra-axial fluid collection is
seen in the left frontal region which results in mild mass effect. There is
an extra-axial fluid collection adjacent to the CSF cavity in the right
hemisphere.

000242
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FINAL ' -

EXAM: DATE: TIME: ACCESSION # -
CT HEAD WO/CONT 02/27/99 1547 )

IMPRESSION

IMPRESSION:

Status post operative changes as described with bilateral extra-axial fluid
collections and ventricular dilatation as described above. wWhile this may
represent hydrocephalus, comparison with prior study is necessary to evaluate
interval change. Clinical correlation is advised.

pictated by: [N o
D: 02/28/99; 0756 ER

3o

A

-

|

RESIDENT ID:
i ORYPOY

S: O3MAR1999 .. ...

K S S - T X %1, i o :;c,;.v.‘-"‘ e R, ',r;aaez. R e LSS '-{a,‘: £ A 2 '-jﬂ‘ X, S
*** THIS DOCUMENT HAS BEEN REVIEWED AND SIGNED ELECTRONICALLY *E% -
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- ——— : . A it e e e ol L SeE - kgl S et oe Voo o o s i o e e R R R o o s

000243

MEDICAL RECORDS COPY PAGE : 2
é aom pxs cope: [N END OF REPORT



PATIENT :

‘ MRN . _ :
VISIT # :

PMH MRN :

DOB :

N SEX :
ADM MD :
ADM DATE:

PT LOC :

ROOM :

FINAL ‘ -

EXAM: DATE: TIME: ACCESSION #
CT HEAD WO/CONT ) 03/11/99 0513
REPORT

CLINICAL HISTORY:

This is a 29-year-old male patient status post stroke and subseguent .
decompressive surgery. Referred for follow-up evaluation.

TECHNIQUE: .

7 mm contiguous axial images were obtained from the skull base through the
vertex without the use of an intravenous contrast agent. Bone and soft tissue
images were obtained. S

FINDINGS:

There is an encephalomalacic region occupying much of the right hemisphere.
The right thalamus has been preserved. A small portion of the posterior
frontal paramedian region has been preserved. There is marked midline shift
towards the right due to volume loss on the right. There is ex vacuo
enlargement of the left lateral ventricle. A subdural collection is present
over the left convexity. This is small. No recent infarcts are seen. A
drain is present on the right in the encephalomalacic region and appears to
communicate with the ventricular system.

et atoaiy B e B T Y g kel R B o DO Teg wla s _go we® eS8 oot Wb TS (T ocaoB T ®UME TOtae Ui R Jmeod T A RIRE B o L '

el
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PATIENT :
- MRN -——— 8-
VISIT # :
PMH MRN
DOB
SEX
ADM MD
ADM DATE:
PT LOC :
ROOM :

0w e se e

in
i

FINAL ' -

EXAM: DATE: TIME: ACCESSION # .
CT HEAD WO/CONT 03/11/99 0513 _

IMPRESSION
Large encephalomalacic cavity present on the right with volume loss and
midline shift towards the ipsilateral site. In addition, there is a small

subdural collection over the left frontal convexity. No recent infarct or
hematoma is seen.

D: 03/11/99; 1433 . -
3o [

RESIDENT ID:
T: !EMAR1999

S: 12MAR1999

*kx THIS DOCUMENT HAS BEEN REVIEWED AND SIGNED ELECTRONICALLY wEw
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PATIENT
MRN
VISIT #
PMH MRN
DOB
SEX
ADM MD

PT LOC
ROOM

ADM DATE:

FINAL

rermace rececone: |

EXAM: DATE: TIME:
CT HEAD WO/CONT 03/15/99 0539
REPORT

CLINICAL HISTORY:

ACCESSION #

This is a patient with a history of previous right middle cerebral artery
infarct, who has had resection of his right hemisphere. )

-

TECHNIQUE: -

7 mm contiguous axial slices through the brain are obtained without

intravenous contrast. P
-, 2"

FINDINGS:

The current study is correlated with the previous study from 03/11/99. There
is again, evidence of resection of a large portion of the right hemisphere
involving the frontal, parietal, temporal and occipital lobes. The basal
ganglia remains. A large ex vacuo fluid collection is seen in the region of
the resection site and there is herniation of the remaining brain across the
midline. The configuration is similar to that on 03/11/99. The shunt tube
present within the fluid collection on the right is unchanged in position.

The lateral ventricular size on the left is unchanged. The fourth ventricular
size is unchanged. The parenchyma of the left hemisphere is unchanged. No

new abnormalities in the posterior fossa are seen. :
extra-axial fluid collection overlying the left frontal convexity that nqw =%

There continues to be an

contains mixed density and some areas of high density along its inferior
aspect. This likely reflects some acute hemorrhage into this extra-axial,
likely subdural fluid collection, and it does appear slightly larger ‘than on
03/11/99, indenting the frontal lobe slightly more on axial slices #10, #11
and #12. No other new findings are seen. The bony abnormalities from the
right frontal and parietal craniotomy are again noted. The visualized

paranasal sinuses are well aerated.
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PATIENT :
7 MRN ——3——
VISIT #
PMH MRN
DOB

SEX
ADM MD
ADM DATE:
PT LOC :
ROOM :

" 0

" e

FINAL

EXAM: DATE: TIME: ACCESSION # -
CT HEAD WO/CONT 03/15/99 0539

a IMPRESSION

1. Acute hemorrhage into a left frontal extra-axial, likely subdural fluid
collection. This has occurred since the previous scan dated 03/11/99, and
this collection has slightly increased in size related to the

= re-hemorrhage with slightly more mass effect upon the left frontal lobe.
2. Otherwise, no significant change relative to 03/11/99.

-
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VISIT #

PMH MRN :
DOB :
SEX K
ADM MD :
ADM DATE:
PT LOC :
ROOM :

FINAL

EXAM: DATE: TIME: ACCESSION # -

CT ABD W/CONTRAST 03/15/99 1228
g CT PELVIS W/CONT 03/15/99 1228
IMPRESSION

1. Fluid filled right colon to the level of the transverse colon with some
edema or inflammatory changes in the fat anterolateral to the right

colon.
2 2. Borderline splenic size.
3. Dependent changes of the bases, right much greater than left.
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MRN ~

VISIT # :
PMH MRN
DOB :
SEX :
ADM MD :
ADM DATE:
PT LOC :
ROOM :

FINAL

rermeove rvszcos: [

Q EXAM: DATE: TIME: ACCESSION #
; CT ABD W/CONTRAST 03/15/9% 1228
CT PELVIS W/CONT 03/15/95 1228
REPORT
é:’ CLINICAL HISTORY:
Left shift and abdominal pain.

.

TECHNIQUE:
7 mm contiguous transaxial images through the abdomen and pelvis were
performed with intravenous and pral contrast enhancement. No prior CT's were

s

available for comparison. S

FINDINGS: -
Images reveal the patient’s left upper extremlty to overlie the upper
O abdomen. A ventriculoperitoneal shunt is seen entering the mid-upper abdomen
R with the tlp just lateral to the stomach on image #22. No associated fluid
collection is present. Some confluent parenchymal disease is seen posteriorly
on the right much greater than the left, llkely related to atelectasis. The
liver is unremarkable. A borderline spleen is seen measuring 12.0 x 8.0 x
10.5 cm. The pancreas and adrenals are normal. A gallbladder is identified.
The kidneys are normal in appearance. No adenopathy is seen. No free or

loculated fluid collections are appreciated. Some fluid is seen in the i s ]

ascending colon through the hepatic flexure ‘and mid-transverse colon: Of“ﬁg‘d“dm“““' ’
-, note, are some strandy changes consistent with edema or inflammation in the
62) fat anterolateral to the right colon. I am unable to identify the appendlx

A Foley catheter is in place.
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FINAL

IMPRESSION

1. Nonspecific, nonobstructive bowel gas patternm.

EXAM: DATE: TIME: ACCESSION -
ABDOMEN AP 03/15/99 0528

2. Transitional thoracolumbar segment with five free-standing lumbar

segments below that level.

3. A curvilinear density in the left upper quadrant may be the patient’s

ventriculoperitoneal shunt line.

D: 03/15/99; 1150 ;

Tob IR =
RESIDENT ID:

.

T: 16MAR1999
S: 16MAR1999

v e -

*** THIS DOCUMENT HAS BEEN REVIEWED AND SIGNED ELECTRONICALLY ***

Lae .

. ovtr " ; . . e . BT R e A T e S

. ) - e R i L B e S SRS

A

R T N R s i e o

- MEDZICAL RECORDS COPY
Aon pxs coe: N

000250

PAGE : 2
END OF REPORT

rorer+ :

A



PATIENT :
- RN - )
VISIT #
PMH MRN

l
|

ROOM :

REFERRING PHYSICIAN:

P EXAM: DATE: TIME: ACCESSION #
3 PORTABLE CHEST X-RAY 03/15/99 1202 _
REPORT
CLINICAL HISTORY:
@ This is a 29-year-old neurosurgical patient who is said to have infiltrate.
FINDINGS:

An AP portable view of the chest was obta:.ned on 03/15/99 at 1200. The heart
size is normal. The lungs are moderately well expanded and I do not see any
evidence of pleural fluid or pngumothorax No pulmonary infiltration is
apparent. e

IMPRESSION

Negative portable view of the chest.

D: 03/15/99; 1126 _ ..
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ADM DATE:
PT LOC
ROOM

FINAL

rermacne revsrcn: [

23} EXANM: DATE: TIME: ACCESSION #
< ABDOMEN AP 03/15/99 0528
REPORT

CLINICAL HISTORY:

G This is a 29-year-old neurosurgical patient with abdominal pain. I am told

L that he has a ventriculoperitoneal shunt.
FINDINGS:
AP supine portable views of the abdomen were obtained on 03/15/99 at 0530 and
at 0700. The technique and pos;tlo,nmg vary slightly between these two films.
There is a small amount of gas sifh the stomach. Gas and some fecal material
are seen in the colon. No distended bowel loops are evident. The left kidney
and psoas shadow are better defined than the right. There is a calcific
density in the left pelvis, most likely a phlebolith. A fine curvilinear

density over the left upper quadrant may be the patient’s ventriculoperitoneal
shunt line. There is a transitional thoracoclumbar segment with five
free-standing lumbar segments below that level.
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PATIENT

VISIT # :
PMH MRN :
DOB :
SEX :
ADM MD :
ADM DATE:
PT LOC
ROOM

FINAL . .

rermrave revszens: [

— EXAM: DATE: TIME: ACCESSION #
=) CT HEAD WO/CONT 03/16/99 0155 |
REPORT

CLINICAL HISTORY:
This is a patient with a history of previous right middle cerebral artery

é:) infarct. He has had resection of the right hemisphere as treatment for edema.
He has recently been found to have a small left frontal extra-axial hematoma.
This is a follow-up scan. .

TECHNIQUE: R -
7 mm contiguous axial slices thTeugh the brain are obtained without
intravenous contrast.

FINDINGS:
= The current study is correlated with the previous examination from 03/15/99.
Again, is noted a mixed density extra-axial collection overlying the left

frontal convexity with areas of low density, as well as areas of higher
density consistent with acute on more chronic hemorrhage. The overall size of
this collection is unchanged relative to yesterday’s examination; however,
there is more high density noted along the posterior and superior aspect of
this collection, best seen on axial slices #15, #16 and #17 near the vertex
overlying the posterior left frontal lobe. This may represent more acute
hemorrhage ‘situated posterior’within"this collection; however,--dependent &S st ..
" layering of cellular elements may contribute to this appearance. The volume
{;} of the extra-axial collection in this region does not appear significantly
changed relative to yesterday’s examination, favoring dependent layering.
Mild mass effect is exerted upon the left frontal lobe with indentation of the
cortex and some effacement of the associated sulci. The ventriculostomy tube
situated within the fluid filled cavity corresponding to the area of right
hemispheric resection is unchanged. No new mass effects are seen. No new
areas of intraparenchymal hemorrhage are seen. The left lateral ventricle is
unchanged in size. The fourth ventricle is midline.
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FINAL

EXAM: DATE: TIME: ACCESSION # -
CT HEAD WO/CONT 03/16/99 0155

IMPRESSION

1. Mixed density extra-axial fluid collection overlying the left frontal
convexity, unchanged in size relative to yesterday'’'s examination. There
is some increased density noted along the posterior and superior aspect of
this collection that likely relates to dependent layering of cellular
elements related to acute hemorrhage rather than re-hemorrhage. Overall,
the size of this collection is stable relative to yesterday’s
examination.

2. Postoperative changes from resectlon of a large portion of the right
hemisphere, unchanged.

3. Ventriculoperitoneal shunt,:ﬁbe present within the resection site on the
right, unchanged.

4. Basically, the exam is stable relative to yesterday'’s examination.

Dictated by: _ M.D.
D: 03/16/99; 0925
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DOB :
SEX :
ADM MD :
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FINAL

s s |

EXAM: DATE: TIME: ACCESSION #
CT HEAD WO/CONT 03/17/99 0246
REPORT

CLINICAL HISTORY:

The patient is a 29-year-old male with hydrocephalus and a left subdural. The
exam is requested for follow-up.

TECHNIQUE: .

Contiguous axial images of the brain were obtained without intravenous
contrast and compared with a previous CT scan from 03/16/99. Bone and soft
tissue windows are reviewed. f.7v°7

FINDINGS:

Postoperative changes from near complete resection of the right cerebral
hemisphere are re-demonstrated. Mixed attenuation of the left-sided
frontoparietal subdural hematoma is again identified, which is stable in size.
There is shift of midline structures to the right, which is also unchanged. No
new areas of hemorrhage or mass effect are identified. A right parietal
catheter remains unchanged in position. This catheter courses inferiorly,
with the tip ending the near the right petrous bone.
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PATIENT :
VISIT #
PMH MRN :
DOB
SEX
ADM MD
ADM DATE
PT LOC
ROOM :
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=

FINAL

EXAM: DATE: TIME: ACCESSION # .
CT HEAD WO/CONT 03/17/99 0246

IMPRESSION

No significant interval change in left-sided subdural hematoma of mixed
attenuation compared with the prior study of 03/16/99. Postoperative changes
from near complete resection of the right cerebral hemisphere are
re-demonstrated.

I personally reviewed the film(s) and the report above and concur.
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PATIENT
VISIT #
PMH MRN :

REFERRING PHYSICIAN:

EXAM: DATE: TIME: ACCESSION #
PORTABLE KUB 03/17/99 0809
REPORT

CLINICAL HISTORY:

This is a 29-year-old neurosurgical patient in whom we are asked to rule out
obstruction.

FINDINGS: .-

An AP supine portable view of the abdomen was obtained on 03/17/99 at 0800.
There is gas and fecal material in the colon. There may be one or two loops
of gas-filled small bowel in the-1€ft abdomen, but I am not convinced there is
any obstruction. There is some gas in the stomach. Motion artifact obscures
detail, and we shall be happy to obtain additional £ilm at no charge if the
patient is returned to the department. I wonder if there is some contrast
material add-mixed with the stool. On the earlier film a curvilinear density
is seen in the left upper quadrant, which may be a ventriculoperitoneal shunt
line. I cannot identify it on today’s film. There is a small left pelvic
calcification consistent with a phlebolith.

S BB A iz cnoptRodh ese IISERASG NS eup o _..._\ﬁ,i

000257/

MEDICAL RECORDS COPY PAGE : 1
CONTINUED



e do o0
3

FINAL
EXAM: . DATE: TIME: ACCESSION # .
PORTABLE KUB 03/17/99 0809
IMPRESSION

1. Motion artifact obscures detail and a repeat film is recommended as

clinically indicated.
2. fThere is gas and fecal material in the colon - there is no gross evidence

of obstruction.

3. A curvilinear density previously seen in the left upper abdomen, which
might be a ventriculoperitoneal shunt line not seen on today’s film, but
may be obscured by the motion.

pictated by: | 5.
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REFERRING PHYSICIAN:

EXAM: DATE: TIME: ACCESSION #
ABD AP/ERECT AND/OR DECUBITUS 03/18/99 0935

REPORT

CLINICAL HISTORY: :

This is a 29-year-old neurosurgical patient who has left upper quadrant pain.
FINDINGS: .

AP supine and upright views of the abdomen were obtained on 03/18/99 at 0948.

There is a little gas in the stbmach. No distended loops of small bowel are
noted. There is gas throughout the colon. The lowest portion of the pelvis
is not included on the film. I have the impression that some opaqgue material
previously in the left colon has been evacuated. I do not see any radiographic
findings to suggest obstruction. A tube consistent with a ventriculoperitoneal
shunt line is seen with the tip in the left upper quadrant. There is no free
air beneath the diaphragm. I question some parenchymal disease at the left
base.
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EXAM: DATE: TIME: ACCESSION # -

ABD AP/ERECT AND/OR DECUBITUS 03/18/99 0935 _

IMPRESSION

1. A ventriculoperitoneal shunt line is seen in the left upper quadrant.

2. Otherwise, essentially unremarkable abdomen excluding the lowest portion
of the pelvis.

3. Parenchymal disease is questioned in the left retrocardiac region.

.
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rersacse s [

EXAM: DATE: TIME: ACCESSION #

BARIUM ENEMA 03/18/99 1150 _

REPORT

CLINICAL HISTORY:

This is a 29-year-old man who is complaining of left upper quadrant pain. Be
has been given GoLYTELY in preparation for colonoscopic examination and it is
not felt that he has put out the volume of fluid which would normally be
expected. I am asked to perform a limited Hypaque study to assess the colon
for a possible obstruction.
FINDINGS: =

The colon was filled in a retrograde fashion with Hypaque. No constricting
lesions were identified and no extrinsic masses were seen. There was some
residual fecal material in the colon. There was reflux of air into small
bowel loops which did not appear particularly distended. A
ventriculoperitoneal shunt line is seen in the left upper quadrant and there
are strandy bibasilar parenchymal changes - atelectasis versus infiltration.
The colon was drained and post-evacuation films showed some residual contrast
throughout the colon.
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EXAM: DATE: TIME: ACCESSION # .
BARIUM ENEMA 03/18/99 1150
;29 IMPRESSION

1. No evidence of colonic obstruction.
2. Left upper quadrant ventriculoperitoneal shunt line.
3. Strandy bibasilar parenchymal disease - atelectasis versus infiltration.

picsaced = o [

D: 3/18/99, 1410
Job

A RESIDENT ID:

T: 18MAR1999
S: 19MAR1999

*** THIS DOCUMENT HAS BEEN REVIEWED AND SIGNED ELECTRONICALLY ***

ST PRICNG TR T 2 S S o S NP L

- s i R T S T T s o SR TR Vot R FE AR - 59 S L ATT . SR N~ R L [
000262
MEDICAL RECORDS COPY PAGE : 2
% apm pxs copE: [N _ END OF REPORT

roret - QR



_—

PATIENT
MRN

VISIT #
PMH MRN :
DOB :

ADM MD :
ADM DATE:
PT LOC
ROOM

0

FINAL ) < -

serzzeane ervszcan: [

EXAM: DATE: TIME: ACCESSION #
CT HEAD WO/CONT 03/18/99 0231 _
REPORT

CLINICAL HISTORY:
A 29-year-old male status post partial right hemispherectomy and follow-up of
a left extra-axial fluid collection.

-y

.

TECHNIQUE: .

Serial axial images are obtained of the head from the level of the foramen
magnum to the vertex without the use of an intravenous contrast agent. Bone
windows are obtained as well. .77

FINDINGS:

Comparison is made to most recent exam of 03/17/99. As before, the patient is

status post right frontotemporal parietal craniotomy for partial right

hemispherectomy. A large CSF density collection is seen in the region of the

resected brain. Shunt catheter is again seen to extend into this CSF

collection which is not changed in overall size and shape since the prior .
exam. There continues to be asymmetric dilatation of the lateral ventricles,

the left greater than the right, with mild prominence of the third ventricle

seen and normal appearing fourth ventricle. The midline structures remain

shifted from left to right and there continues to be a mixed density
extra-axial fluid collection in the left-frontal. region extending toward.the —==uzxe- . ]
vertex, resulting in a mass effect upon the adjacent left hemisphere and~ .
sulcal effacement.

No evidence for interval hemorrhage or abnormal low density is seen to develop
since the prior study.
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FINAL °
EXAM: DATE: TIME: ACCESSION # .
CT HEAD WO/CONT 03/18/99 0231 _
Q IMPRESSION

No definite significant change seen since the prior study of 03/17 with

findings as described.
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i EXAM: DATE: TIME: ACCESSION #
\53 CT ABD W/CONTRAST 03/20/99 1429
CT PELVIS W/CONT 03/20/99 1429
CT ASPIRATION FINE NEEDLE 03/20/99 1504
CT GUIDE CYST ASP BODY 03/20/99 1504
REPORT
TECHNIQUE:

Spiral CT of the abdomen and pelvis was performed using 7 mm collimation and
reconstructed using 7 mm index. Both oral and IV contrast was given. The
study was compared to prior CT of Q3[15/99. -

e
=27

=

FINDINGS:

Sections through the lung bases demonstrate new left pleural effusion and lung
consolidations. Previously seen pleural thickening and fibrotic changes in
the right lung base are unchanged.

The liver, spleen, kidneys, pancreas and adrenals remain normal. Free fluid

is now seen around the spleen and in the pelvis; also new since the prior

exam. In some areas, the perisplenic fluid appears to be loculated with

slight mass effect to the spleen. This is especially seen around the VP

catheter tip. In the subcostal region superficial to the transverse colon is
a31/2 x5 x 5 cm rounded fluid collection with slight enhancement of the

adjacent peritoneum. - The findings are-consistent:with-a. inflammatory preocess.-iui -
No adenopathy is seen in the abdomen or pelvis. -

Following discussion with the patient’s clinician, Dr. “it was
decided to perform a CT guided aspiration of the loculate uid. The patient
was consented for this procedure and the purpose and potential complications
were explained to him. Using local anesthesia, using aseptic technique and
with CT guidance, a 20 gauge spinal needle was placed in this fluid collection
and about 5 cc of somewhat turbi/d, but non-odorous straw-colored £fluid

sl collection was aspirated. This sample was sent with the patient back to the
floor. No immediate complications were encountered. .
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o PATIENT :
- MRN-— - 3 3
VISIT # :
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DOB
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ROOM
FINAL
EXAM: DATE: TIME: ACCESSION # .
CT ABD W/CONTRAST 03/20/99 1429
‘:) CT PELVIS W/CONT 03/20/99 1429
; CT ASPIRATION FINE NEEDLE 03/20/99 1504
CT GUIDE CYST ASP BODY 03/20/99 1504
IMPRESSION

1. New left pleural effusion and lung consolidations.

2. New free fluid around the spleen and in the pelvis. Some early loculation
is seen in the perisplenic fluid, especially around the VP catheter tip.
Clinical correlation is needed for possible shunt obstructive symptoms.

3. Left upper qguadrant possibly infected fluid collection that was aspirated

with CT guidance for diagnostic purposes. See abqve discussion.
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REFERRING PHYSICIAN:

EXAM:
CT HEAD WO/CONT

CLINICAL HISTORY:

FINAL

DATE: TIME:
03/20/99 0805

REPORT

ACCESSION #

This is a 29-year-old with hydrocephalus and evaluation of a subdural

hematoma.

TECHNIQUE:

7 mm contiguous noncontrast transaxi
and imaged utilizing a bone and soft tissue window.

FINDINGS:

There has been prior surgery with a righ

Pty

al images were performed through the head

-

t-sided craniotomy performed. A

ventriculoperitoneal catheter has been placed and resides in the large low

density right hemispheric flui
hemisphere with exception of some thalamic
addition, there is an acute extra-axial fl

d collection replacing almost the entire right
and basal ganglial tissue. 1In
uid collection underlying the left

frontal bone, which measures approximately 12 mm in maximal thickness. Shift
of the midline on an ex vacuo basis to the right is noted. In addition, there
is enlargement of the left lateral and third ventricle. A lack of cortical

sulci are seen on the left and this is due to t
hematoma extending up to the vertex, ,
‘within and some of the components have high®density;

on subacute features.

he presence of a subdural
some of which has mixed low density
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IMPRESSION
Compared with a study done on 03/18/99, all the above described features are

essentially stable and unchanged. No interval ventricular enlargement, nor
progression of the subdural hematoma on the left is noted.
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REPORT

CLINICAL HISTORY:
This is a 29-year-old male patient status post a previous cerebrovascular
incident, referred for follow up evaluation.

-

TECHNIQUE: .-

7 mm contiguous axial images were obtained from the skull base through the
vertex without the use of an intravenous contrast agent. Bone and soft tissue
images were obtained. ST

FINDINGS:
There is evidence of prior right frontotemporal and frontoparietal

6 craniotomies. Much of the right hemisphere has been removed. There has been

G preservation of a small amount of the midline portion of the right frontal
lobe. The right thalamus has been preserved. A postsurgical cavity is
present where much of the lower hemisphere has been removed. This loss of
volume has caused ipsilateral shift towards the right. Ventricular size is
stable since the most recent prior study of 03/20. An extra-axial collection
is present over the left frontal convexity which is slightly smaller and less
dense than om the prior study of 03/20. No new lesions are seen.
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IMPRESSION
Subdural compression over the left frontal convexity which is slightly smaller

and less dense than on the prior study. However, it is still present. The
remaining features are stable.
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Memorandum to ARMS # _ [TY1¢

Date: é"/q ]"7 4

l

F?om: Medical Officer, Clinical Research and Review Staff, Office of Special
Nutritionals, HFS-452

Subject: Medical Records Place in Permanent Storage.
The following types and amounts of records (more than 20 pages total) were place in

permanent storage on this date because they were not considered essential for
interpretation of this adverse event.

Approx | Type of Records

Pages
16 Nursing notes
{ Dietitian notes

v Respiratory therapy/occupational therapy/physical therapy notes

Clergy notes

f '/z” Medication records

200 Physician’s orders

Vital signs, fluids, input/output records

R Ventilator records

Y Hospital administrative records (e.g., insurance information, living will, etc)
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